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Post-Operative Massive Collapse of the Lungs 


CHARLES C. LUND, M. D., AND MAX RITVO, M. D., BOSTON 


ALTHOUGH a paper was read in Boston in 
1921' on Massive Collapse of the Lungs, it seems 
that very little attention has been paid to this 
interesting condition in this community. 
Atelectasis of the lungs oceurs in varying de- 
erees in association with several different kinds 
of pathology. But, excluding the congenital and 
pressure eases (pneumothorax, effusions and 
tumors), atelectasis of whole lobes of the lung 
oecurs only: 1. in the presence of diaphrag- 
matic paralysis (infantile or diphtheritic*) ; 
2. under certain conditions in the presence of 
intra-bronchial foreign bodies*; and, 3. follow- 
ing certain injuries or operations not involving 
the lungs or pleura. For this last group of cases 
the formidable name Massive Collapse of the 
Lunes has been used since W. Pasteur’s? original 
work. It will be evident at once in studying 
the physical signs and x-ray plates of our cases 
that this condition is very different from the or- 
dinary post-operative pulmonary complications 
such as bronchitis, broncho-pneumonia, infare- 
tion, abseess or pleurisy. 

Massive collapse has been reported after in- 
juries of various types and after surgical opera- 
tions. It has been seen in operative cases with 
eveneral anesthesia, local anesthesia, or even no 
anesthesia. The collapse may involve an entire 
lung, lobe, or portion of one or more lobes on the 
same or even opposite sides. 

The onset is usually sudden and occurs from 2 
few hours to several days after the injury or op- 
eration. It is characterized in some cases by a 
sensation of pain or tightness in the chest, 
eyanosis and dyspnea. In other cases, there are 
few or no symptoms, the condition being dis- 
covered only on physical or x-ray examination 
of the chest. There is usually a cough from the 
onset. This is unproductive and quite trouble- 
some at first. The signs that establish the diag- 
nosis are dulness to flatness of the base of one 
lung associated with great displacement of the 
heart toward this side. The position of the 
heart is recognized by palpation of its impulse 
and by pereussion. Confirmatory signs are com- 
parative immobility of the affected side of the 
ehest during respiration with retraction of the 
interspaces. There may be hyperresonance of 








the opposite side. The breath sounds are usually 
diminished and of vesicular character. But 
loud tubular breathing has been reported in 
some typical eases. Rales are usually absent at 
first, but later, with the onset of productive 
cough, many fine and coarse rales appear. The 
temperature, pulse and respiration all increase 
at first, but never to the degree that they do in 
pneumonia, infarction or pleurisy. 

On x-ray examination, there is markedly dim- 
inished radiance over the affected portion of the 
lung; the dulness may be somewhat mottled in 
character. The heart and trachea are markedly 
displaced to the affected side. The diaphragm 
merges with the dulness above it and its outline 
is obliterated at first. Then, as the chest clears, 
the diaphragm on the side of the collapse is 
found to be elevated and its respiratory execur- 
sions are diminished or absent. 

The duration varies from one day to a week 
or ten days. Reeovery is usually gradual, al- 
though it may be sudden and spectacular, all of 
the signs clearing up within a few hours. Or- 
dinarily, however, there is a gradual decrease 
of all the symptoms and signs, with develop- 
ment of rales and mucoid or muco-purulent 
sputum. The heart and mediastinal contents 
gradually return to normal position. The dia- 
phragm remains elevated and its respiratory ex- 
cursions are quite limited, even after all other 
signs have disappeared. A striking feature of 
these cases is that at the height of the process, 
with large portions of the lung not functioning, 
the patients are not toxic and frequently do not 
know that there is anything wrong. 

The prognosis is, in general, good. Whereas 
in the conditions that simulate collapse, such as 
post-operative lobar pneumonia, edema, or mas- 
sive infarction, the prognosis is grave. This 
makes the recognition of collapse important. 

We will not attempt to present the literature 
completely, because that has already been done 
by several authors. It may be of interest to note 
that the condition was first described by W. 
Pasteur? in 1908, in England, and in the Amer- 
ican literature by Serimger in 1921°. 

We will give the full history of two typical 


cases. 
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Case 1, Clinical chart Showing sharp ris in temperature, 


pulse, and respirations the day following operation. 





Left. Right 


Case 1, Plate 1. Dec. 17, 1923. Post-operative massive co!- 
lapse of the right lung, one day after onset. The diminished 
radiance of the right lung-field obliterates the right diaphragm 
and right border of the heart. The heart and trachea are 


markedly displaced toward the affected side. 


CASE I 
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severe attack of influenza-pneumonia five years ago. 
Since then he has had three to four “colds” a year. 
This is many more than previously. These “colds” 
always terminate in a mild bronchitis. He has never 
had pleurisy or hemoptysis. 

P. I. Two days ago caught “cold,” felt badly and 





Left. Right. 
FIG. Il. 
Case 1, Plate 2. Dec. 20, 1923. Coarse,_jrregular mottling 
has replaced the uniformly diminished radiance seen at the 
previous examination The displacement of the heart and 


trachea is still marked The right diaphragm is elevated and 
unusually sharp in outline. 








P. D. Male. Age 18. Stillman Infirmary, Cam- Left. Right. 


bridge. Admitted December 11, 1923. 
Complaint—Cold and sore throat. 
Past History—Unimportant except that he had 


FIG. III. 


a | Clear. 


“position. Right diaphragm is still high and sharply defined. 





Case 1, Plate 3. Dec. 24, 1923. The right lung-field is almost 
The heart and trachea have not yet returned to normal 
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had a cough, also slight abdominal cramps; vomited 
once. 

P. E. Red throat with follicular patches on tonsils. 
Occasional rales in chest. T. 101.5; W. C. 15,000. 
Otherwise normal. Abdomen negative. 

Dec. 12—Abdominal pain continues, slight tender- 
ness in right lower quadrant, but no spasm; bowels 
O. K. Seen by Drs. Marshall Bailey, Fred B. Lund 
and Roger I. Lee. Decided appendicitis likely, but 
operation not urgent and that it was best to wait 
in view of definite respiratory infection. During the 











Right. Left. 
FIG. IV. 

Case 2, Plate 1. March 13, 1924. Post-operative massive 
collapse of the lung. The diminished radiance over the middle 
and lower right lung-field is of greater degree but of lesser 
extent than in the previous case. The heart and mediastinal 


contents show the typical displacement toward the affected side. 


next two days the “cold” gradually improved and 
rales cleared up, but the abdominal symptoms be- 
came more urgent. 

Dec. 15—Operation, Dr. F. B. Lund. Ether anes- 
thesia. Appendectomy with drainage. The appendix 
was completely retrocecal. It was gangrenous in part 
and although not perforated there was a small ab- 
scess at this gangrenous point. Duration of opera- 
tion, one-half hour. Good recovery trom operation. 
Comfortable in afternoon and night. 

Dec. 16—Felt well in morning. About noon began 
to cough and have sensation of tightness in chest, 
which he said would be relieved if he could only 
cough hard once. Examination at four-thirty showed 
slight cyanosis and markedly diminished respiratory 
excursion with retraction of the interspaces on the 
right. Marked dulness of whole right back. Absent 
breath sounds at right base and diminished normal 
breath sounds over upper half of right back. One 
small area of broncho-vesicular breathing about 3 cm. 
in diameter just to median side of scapula. No rales. 
Slight dulness and diminished breath sounds on the 
right below the second rib. Apex impulse of heart 
4 em. to left of mid-sternal line in fifth interspace. 
Left border of cardiac dulness 4 cm. to left of mid- 
sternum also. Right border cardiac dulness not 
definitely localized. Adventitious impulse 3 cm. to 
right of mid-sternum line in fifth space.. Heart other- 
wise normal. 

Dec. 17—No marked change in condition or signs. 





Although quite cyanotic there was no respiratory 


distress and the patient did not feel especially sick. 
First x-ray taken. See Fig. 1. 

Dec. 18—Today began to raise a small amount of 
muco-purulent sputum. Symptoms and signs the 
same. 




















Right. Left. 


FIG. V. 
March 15, 1924. 
The heart and trachea 


The process is clearing 
are still mark- 


Case 2, Plate 2. 
from above downward. 
edly displaced. 


—_ a 











Right. Left. 


FIG. VI. 

Case 2, Plate 3. March 29, 1924. The right lung-field appears 
clear, though less radiant than the left. The diaphragm is 
elevated and flattened; on fluoroscopic examination its excur- 
sions were very markedly limited. Heart is in normal position. 
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Dec. 20—Breath sounds louder on right, but still 
diminished. Many coarse and fine rales over entire 
right chest; none on the left. Expansion still some- 
what limited on right. See Fig. 2. 

Dec. 22—Chest examination: Normal in front, still 
dulness at base with bronchial breathing near spine 
on right side. Heart normal position clinically. 

Dec. 26—Feels practically well. Still has dulness 
and rales at right base, but bronchial breathing has 
disappeared. See Fig. 3. 

Dec. 28—No rales heard. Can barely demonstrate 
impaired resonance. Breath sounds essentially nor- 
mal, but are still slightly distant on the right. 

Dec. 31—Chest absolutely norma]. Discharged from 
hospital. 

CAsE II 


A. D. Male. Age 28. Admitted to Boston City 
Hospital on March 10, 1924. 

Chief Complaint: Pain and swelling both inguinal 
regions. 

P. H.—No serious illness, 

P. I.—There has been a large swelling in the right 
groin ever since birth. Has had a swelling in left 
groin for six or seven years. During past five weeks 
has had pain over lower abdomen, worse on stoop- 
ing or lifting. 

P. E. Mouth and throat negative. Heart not en- 
larged, sounds regular and of good quality, no mur- 
murs. Lungs clear and resonant throughout. Abdo- 
men: reducible swellings both inguinal regions, with 
definite impulse on coughing. External inguinal ring 
hard and fibrosed on right side. 

March 12—Operation, Drs. H. H. Howard and M. F. 
Eades. Repair of bilateral inguinal hernia. Ether 
anesthesia was used. Patient returned to ward in 
excellent condition and made a good ether recovery. 

March 13—Patient comfortable in morning. Late 
in the afternoon it was noticed that his temperature 
was 102°, pulse 120 and respirations 30 per minute. 
He complained of general malaise, but had no pain. 
Lying on his right side, he was at ease. But if turned 
on left side he became slightly cyanotic and mark- 
edly dyspneic. There was but slight mobility of the 
right chest, excursions on the left being increased. 
There was dulness over the right chest, front, axilla, 
and back, with flatness below the angle of the scap- 
ula. Breath and voice sounds and tactile fremitus 
were diminished over the dull area, absent over the 
area of flatness. No rales. Emphysematous breath- 
ing and increased resonance over left chest. Left 
border of the heart was not made out, on percussion, 
probably because of the hyperresonance on that side; 
the x-ray examination showed definite displacement 
of the heart to the affected (night) side. (See 
Fig. 4.) 

March 15—Left chest somewhat more resonant in 
the upper half, front and back. Left border of heart 
about 7 cm. to left of mid-sternum; right borde: 
1 ecm. outside right sternal edge. Has occasional 
paroxysms of coughing, with thick, yellow sputum. 
Temp., 100° F.; pulse, 80; respirations, 25.. (See 
Fig. 5.) 

March 19—Patient felt quite comfortable. Dulness, 
with diminished breath and voice sounds over lower 
half of right chest. Numerous fine rales over area 
of dulness. Left cardiac border 7 cm. from mid- 
sternum. Cough continues. Temp., 99°; pulse, 90; 
respirations, 23. 

March 23—There is resonance over entire right 
lung with but slightly diminished breath sounds and 
numerous fine rales. Respiratory excursion on right 
still somewhat limited. Temperature, 98° F.; pulse, 
80; respirations, 25. 

March 29—No complaints; lungs clear; left border 
of heart 8 cm, to left of mid-sternum. Temperature, 
pulse and respirations normal. Discharged well. 
(Fig. 6.) 


Both these cases of massive collapse came on 
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suddenly about thirty hours after operation. 
The fact that one patient had a ‘‘cold’’ before 
operation is important, although the majority of 
cases heretofore reported have had no respira- 
tory infection. Physical and x-ray examination 
showed typical findings in every respect. The 
course of the disease and absence of toxemia 
were also typical. 

The diagnosis of Massive Collapse of the Lung 
is usually made without difficulty if this condi- 
tion is borne in mind by the examiner. The 
sudden onset with pain or tightness in the 
chest, dyspnea, and cyanosis points immediately 
to a pulmonary complication; and the immobili- 
ty of the affected side, together with the dulness 
and the displacement of the heart toward the af- 
fected side make a picture which is quite dis- 
tinetive and not easily confused with other pul- 
monary complications. The conditions which 
should be considered in the differential diagno- 
sis are as follows: pneumonia, embolism and in- 
farction, acute pulmonary edema, pleural effu- 
sion, empyema, hemothorax, subphrenie abscess, 
and foreign body in the bronchus. 

In lobar pneumonia, the temperature, pulse 
and respiration are elevated to a greater degree 
than is usually the case in massive collapse. 
The onset with chills, the typical pulse-respira- 
tion ratio, rusty sputum, and sudden termina- 
tion by erisis are, also, quite characteristic in 
cases of pneumonia. It is, moreover, well recog- 
nized that true lobar pneumonia is an infre- 
quent post-operative complication. In pneu- 
monia, there is no marked displacement of the 
heart and the consolidation is usually sharply 
limited by the boundaries of the lobes, while in 
massive collapse, there is very marked cardiac 
displacement and, usually, a lack of correspond- 
ence between the areas of dulness and the lobes 
of the lung. 

In embolism and infarction, the sudden at- 
tack of dyspnea, pain, and prostration may sim- 
ulate massive collapse. However, the physical 
signs are quite different, and with the aid of the 
X-ray examination there is usually no difficulty 
in differentiating the two conditions. 

Acute pulmonary edema likewise begins with 
oppression and pain in the chest, dyspnea, and 
orthopnea. This is soon followed by an inces- 
sant short cough with much serous, frothy, often 
reddish sputum, and many fine rales are heard 
over both chests, which is quite different from 
the course of events in massive collapse. 

Pleural effusion can be ruled out by the fact 
that the displacement of the heart is away from 
the dull side, instead of toward it, as in massive 
collapse; the same of course applies to hemo- 
thorax and empyema. 

In subphreniec abscess, developing soon after 
abdominal operations or wounds, the signs and 
Symptoms may simulate massive collapse. The 
course, however, is so different and the x-ray 
picture so unlike that of massive collapse that 
there is but little likelihood of confusion. 
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A foreign body in a bronchus may cause com- 
plete obstruction, with resultant absorption of 
the air in that portion of the lung supplied by 
the bronchus. This, of course, exactly dupli- 
eates the conditions of Lichtheim’s® experiment, 
in which the bronchus was plugged by a lamin- 
aria plug, causing complete occlusion; follow- 
ing this the air contained in the lung was ab- 
sorbed into the blood stream and_ ecollapse 
ensued. The signs in eases of foreign body with 
complete occlusion will, of course, be exactly the 
same as in typical post-operative massive col- 
lapse. The history of the case would make the 
diagnosis clear as would, also, the demonstration 
of the foreign body by the x-ray if it were 
opaque. 


The mechanism of the collapse is still subject 
to debate. Lichtheim showed that collapse will 
ensue if a bronchus is plugged. His experi- 
ments also demonstrated that with the bronchus 
plugged, collapse does not ensue if the bleod ves- 
sels to that lung are tied. His first point has 
been amply shown clinically in the ease of for- 
eign bodies that cause complete occlusion. How- 
ever, there is no foreign body to seal the bron- 
chus in these eases. Pasteur thought massive 
collapse was due to reflex paralysis of the dia- 
phragm. That the diaphragm is fixed in these 
eases is shown by serial radiological examina- 
tion. But we think that this is an effect and 
not a cause of the disease. The many contralat- 
eral traumatic cases reported by Bradford® are 
diffieult to explain by this theory. Briscoe’? in 
1919 presented anatomical and experimental 
work which showed that there is always a cer- 
tain degree of atelectasis at the bases of the 
lungs in recumbent patients. We think most 
observers will agree to this; but he then ex- 
plained the massive collapse cases as due to 
an active inflammation of the diaphragmatic 
pleura, which caused a reflex paralysis of the 
diaphragm on the side of the inflammation. 
However, this has not been borne out by clinical 
facts. Reflex spasm of bronchioles has also been 
brought forward as a cause. We think this is 
inadequate for the same reasons as Pasteur’s 
theory. Hirschbeck* and others, on the contrary, 
think it due to plugging of the bronchi with 
mucus which the patient is unable to expel, as a 
result of his wound and recumbent position. 
Clerf* recently described the course of a case 
that, following tracheotomy, needed broncho- 
scopy seventeen times for the removal of mucus. 
The signs and symptoms in this case were typi- 
eal of collapse of the lung and due to bronchia! 
obstruction from the mucus. The cough reflex 
was diminished and made ineffective by the 
tracheotomy. 


We are inclined to agree with Hirschbeck that 
the condition is determined by plugs of mucus 
in bronchi; the recumbent posture and protec- 
tive muscular spasm, resulting from the wound, 
being important predisposing factors. Once ab- 
sorption of air behind a plug has started a 





vicious circle is initiated; for, with the smaller 
amount of air, a proportionately greater muscu- 
lar effort is necessary in a cough to create 
enough pressure to dislodge the plug. 

The prevention of collapse should be along 
lines that would hinder the formation of mucus 
in the bronchi and would promote expansion of 
the bases of the lungs during and after the op- 
eration. After the collapse is established symp- 
tomatic and expectant treatment is indicated. 
During the stage of expansion breathing exer- 
cises and blow bottles may hasten the course 
somewhat. It was pointed out by J. R. Brad- 
ford® that, above all, these cases must not be ex- 
plored, or even tapped, under a mistaken diag- 
nosis of fluid, as the sudden change in pressure 
may prove fatal. 


SUMMARY 


1. Gross displacement of the heart should be 
looked for in all post-operative and _ post- 
traumatic pulmonary complications. If it is 
present, with the displacement toward a side of 
the chest with an area of dulness or flatness, it 
means massive collapse of the lungs. 

2. All post-operative pulmonary cases in 
which the diagnosis is doubtful should be stud- 
ied by x-ray. This can be done without danger 
or discomfort to the patient with a portable ma- 
chine as was done in our cases. 

3. Recognition of these cases is important on 
account of the relatively good prognosis under 
conservative treatment and of the serious conse- 
quences which may come if the patient is tapped 
or pleura explored under a mistaken diagnosis. 
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EDUCATION AND CHILD LABOR 


Five-stxtus of the Virginia children between 
14 and 16 who went to work last year for the 
first time had less than eighth-grade education. 
Two-fifths were fifth graders or less. These 
facts, reported by the State bureau of labor and 
industrial statistics, have led the bureau to 
urge an educational requirement as a prerequl- 
site to employment.—Children’s Bureau, U. 8. 
Dept. Labor. 
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A Case of Acute Abscess of the Lung Com plicated by Massive Collapse of the Lung 


BY HERMAN ELWYN, 


M. D., NEW YORK 


In the last three years I have had the oppor-| ing cases of an acute abscess of the lung compli- 


tunity to observe several cases of massive col- | « 
I reported a case with Doc-| curred in the medical service of the Mount Sinai 


lapse of the lung. 





FIG. 1. Massive collapse of the right lung. The 
right side. The right intercostal spaces are narrowed. 


tor Girsdansky in 1922. Two other cases I 
reported in my second communication on post- 
operative pneumonia in 1924’. I have also had re- 
peated occasion to observe collapse of a portion 
of a lung, usually a part or the whole of a low- 
er lobe. All these cases occurred after abdom- 
inal operations. Reports by others of cases of 
postoperative massive collapse of the lungs have 
appeared in the recent literature. The follow- 








‘ated by massive collapse of the same lung oc- 








heart and mediastinum are displaced towards the 


Hospital, New York. I have not been able tv 
find a similar case in the literature and there- 
fore have deemed it worth while to report. 

R. B., aged 17, was admitted June 4, 1923, 
complaining of shortness of breath, cough, and 
hemoptysis. His family history and his past 
history are of no importance. 

Seven days before admission, while at work, 
the patient suddenly began to cough and became 
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very dyspnoeic. Three hours later he coughed 
up a small amount of blood, and again the fol- 
lowing night about two tumblers of blood. Dur- 
ing the rest of the week he repeatedly coughed 
up small quantities of blood. On the day be- 
fore admission he experienced a dull pain ia 
the right seapular region which radiated down 











FIG. 2. The right lung has again become inflated. 








a dull tympanitic note over the extreme upper 
part, and flatness over the rest of the lung. 
Over the tympanitic areas there was distant 
bronchial breathing. Over the rest of the lung 
the breath sounds were almost absent, with di- 
minished voice and whispered voice. There were 
a few rales below the angle of the right scapula. 








In its lower half there is an area of consolida- 


tion with an oval cavity im the center. The heart is still slightly displaced towards the right side. 


the back and towards the front of the chest, and 
lasted the greater part of the day. On the day 
of admission, while still at home, he had a se 
vere hemoptysis. 

The status on admission was that of a well- 
developed, well nourished young man, acutely 
ili, somewhat drowsy, perspiring profusely, 
cyanotie, dyspnoeic, and coughing frequently. 
ilis sputum was mixed with blood, and there 
were some blood elots in the pharynx. 

Physical examination showed the left lung to 
he entirely clear and resonant throughout. Over 
the right lung anteriorly there was flatness on 
percussion from apex to base, with an added 
ivmpanitie quality in the infraclavicular _re- 
cion.  Posteriorly on the right side, there was 





Precordial pulsation was visible near the left 
sternal border. On percussion, the left border 
of the heart was five centimeters from the mid- 
sternal line in the fourth interspace; the righ 
border could not be outlined. The heart sounds 
were of good quality, and no murmurs were 
heard. The pulmonie second sound was accen-. 
tuated. The pulse rate varied from 100 to 110. 

The rest of the physical examination was neg- 
ative. The temperature on admission was 100, 
and rose the next day to 105. Repeated exami- 
nations of the sputum for tubercle bacilli were 
negative. 

X-ray examination on the day of admission 
showed the heart and mediastinum displaced to- 
wards the right side. There was a dense shad- 
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ow over the lower half of the right lung, and the 
interspaces on the right side were narrowed. 
The left lung was clear. ( Fig. 1). 

‘ne patient continued to have blood in the 
sputum for a few days. On June 6, the breath 
sounds over the right lung were heard much bet- 
ter, except at the base. On June 8, the breath 
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row slit (Fig. 3). The patient was discharged 
eured. 
COMMENT 


This case represents the unusual picture of an 
acute abscess in the right lower lobe compli- 
cated by a massive collapse of the entire right 








FIG. 3. The heart and mediastinum are in their normal positions. A slight remnant of the con- 
solidation can still be seen in the lower part of the right lung. 


sounds were almost normal, but there was still 
present some dullness over the right base with 
numerous fine rales. X-ray examination on 
June 16, showed the heart and mediastinum in 
normal position. In the right lower lobe there 
was a dense shadow with a light oval area in the 
center. This was interpreted as an abscess 
cavity surrounded by a pneumoniec consolidation. 
The X-ray examination was repeated on June 
>7, and showed the abscess cavity to be much 
smaller (Fig. 2). There were no abnormal 
signs in the chest on physical examination and 
the temperature was normal. X-ray examina- 
tion on July 10, showed the heart and medias- 
tinum in their normal position, the pneumonic 
infiltration had almost disappeared, and the 
size of the abscess cavity was reduced to a nar- 





lung. The cause of the abscess could not be 
determined. Two days before the onset of his 
symptoms the patient had taken a swim. It is 
possible that while swimming he aspirated some 
water into the right lung which was responsible 
for an aspiration pneumonia, resulting nine days 
later in an abscess. 

On admission, the physical signs were.those 
of a massive collapse of the right lung. This 
was confirmed by roentgen examination. As 
the right lung became inflated, the abscess cavity 
in the right lower lobe was revealed by roentgen 
examination. The cavity shrunk quickly and 
thirty-six days after admission was reduced in 
diameter to a narrow slit. The right lung re- 
mained expanded. 

As far as I know, this case is unique. I» 
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my previous publications’, *, I assumed that the 
collapse is due to a constriction of bronchioles 
of the whole or part of the lung brought about 
reflexly by way of the vagus. Such a reflex 
constriction of the bronchioles may be brought 
about not only by impulses from the gastro- 





intestinal tract as in postoperative massive col- 


ene, but also from the lung itself, as in this 


case, 
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Che Massachusetts Medical Society 


PROCEEDINGS OF THE COUNCIL 
ANNUAL MEETING, JUNE 6, 1924 


THE annual meeting of the Council was held 
at the New Ocean House, Swampscott, Friday, 
June 6, 1924, at twelve o’clock, noon. The Pres- 
ident, Dr. E. H. Bigelow, of Framingham Cen- 
ter, was in the chair and the following 114 coun- 
cilors present: 


COUNCILORS PRESENT, JUNE 6, 1924 


HAMPSHIRE, 
A. J. Bonneville 


BARNSTABLE, 
« W. D. Kinney 


J. S. H. Leard 
Edward Martin 

J. S. May 

M. V. Pierce 

L. A. Roberts 
Harriet E. Rogers 
Victor Safford 


NorRFOLK SoutaH, 
C. A. Sullivan 
C. S. Adams 
O. H. Howe 
G. M. Sheahan 


G. B. Fenwick 
Donald Macomber 
G. B. Magrath 

T. J. O’Brien 

R. B. Osgood 
Jane D. K. Sabine 
J. S. Stone 

Louisa P. Tingley 
R. H, Vose 


WORCESTER, 


L. R. Bragg 
W. P. Bowers 
W. J. Delahanty 





MIDDLESEX EAST, 


BERKSHIRE, A. E. Small, 
Henry Colt G. F. Dow 
Cc. S. Chapin Richard Dutton 


A. P. Merrill 
B. W. Paddock 


BRISTOL NORTH, 


R. R. Stratton 


MIDDLESEX NorTH, 
A. R. Gardner 


W. O. Hewitt W. B. Jackson 

F. A. Hubbard J. H. Lambert 
J. A. Mehan 

J. B. O’Connor 

BRISTOL SOUTH, T. F. Carroll 
SB. ee T. A. Stamas 


A. I. Connell 
D. J. Fennelly 


“MIDDLESEX SOUTH, 


pateniaiciaid E. A. Andrews 
" E. H. Bigelow 
Essex NorrtH, A. H. Blake 
Cc. S. Benson FB. M. Cady 
R. V. Baketel, D. F. Cummings 
J. Forrest Burnham John Duff 
T. R. Healy F. W. Gay 
G. E. Kurth 
F. W. Snow 
H. J. Keaney 
W. D. Walker ag gone & 
Edward Mellus 
Essex SOUTH, C. E. Mongan 
J. A. Bedard, C. F. Painter 
F. W. Baldwin W. D. Ruston 
J. F. Donaldson F. G. Smith 
nm. &. Foster C. H. Staples 
W. T. Hopkins E. H. Stevens 
P. P. Johnson A. < Stone 
J. F. Jordan H. R. Webb 
S. W. Mooring a 
W. G. Phippen NorFo.x, 
D. N. Blakely 
FRANKLIN, W. L. Burrage 
B. P. Croft P. W. Carr 
G. P. Twitchell F. S. Cruickshank 
A. N. Foster 
HAMPDEN, Maurice Gerstein 
J. B. Atwater A. H. Hodgdon 
J. M. Birnie G. W. Kaan 
Cc. W. Jackson Cc. J. Kickham 





PLYMOUTH, > > sell 
J. H. Lawrence M Fr Fallon 
A. L. Beals , = 
Gilman Osgood = Rg cena 
F, G. Wheatley David Harrower 
E. L. Hunt 
SUFFOLK, A. G. Hurd 
Robert Bonney F. H. Washburn 
J. E. Briggs 


M. E. Champion 
David Cheever 


Worcester Norra, 
W. E. Currier 


The Secretary read the minutes of the last 
meeting in abstract. There being no errors or 
omissions noted the minutes were accepted as 
read and printed. The President read the 
names of the officers and members of commit- 
tees nominated by the Franklin District Medi- 
cal Society at its meeting, held by mistake on 
May 20, 1924, five days after the last legal date 
for annual meetings of district medical socie- 
ties, and on motion, duly seconded, said officers 
and members of committees were duly elected by 
vote to fill vacancies. The Secretary read the 
names of the nominating committee by districts; 
the following responded and the committee 
retired: BaRNsTaBLe, W. D. Kinney; Berk- 
SHIRE, C. S. Chapin; Briston Norrnu, F. A. 
Hubbard ; Bristot Soutn, E. F. Cody ; Essex 
NorTH, T. R. Healy ; Essex Soutu, W. T. 
Hopkins; FRANELIN, G. y. Twitchell ; Hamp- 
DEN, J. B. Atwater; MippLesex Nortn, J. B. 
O’Connor; Mippiesex Sourn, E. H. Stevens; 
NORFOLK Sourn, C. S. Adams; PLyMourH, 
F. G. Wheatley; Surrotk, W. H. "Robey : Wor. 
CESTER, David Harrower ; Worcester NorvTu, 
W. E. Currier. 

Dr. D. N. Blakely read the report of the Com- 
mittee on Membership and Finance, as to Mem- 
bership. On motion duly seconded the report 
was accepted and its recommendations adopted. 
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Report OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
AS TO MEMBERSHIP 


The Committee on Membership and Finance makes 
the following recommendations as to membership: 


1. That the following named two Fellows be 
allowed to retire under the provisions of Chapter I, 
Section 5, of the by-laws: 

Donoghue, Daniel Francis, Holyoke. 
Jackson, Charles William, Monson. 


2. That the following named four Fellows have 
their dues remitted under the provisions of Chapter [, 
Section 6, of the by-laws: 

Bartlett, Charles Watson, Marshfield, for 1923-24. 

DeLangle, Charles Petit, Yountville, Calif., for 
1924. 

Sumner, Harry Herbert, Lowell, for 1923-24. 

Wilder, Edward Wheeler, Madura, So. India, for 
1924, 


3. That the following named six Fellows be al- 
lowed to resign under the provisions of Chapter I, 
Section 7, of the by-laws: 

Freligh, Claude Adelbert, Easton, Pa., as of Janu- 
ary 1, 1924. 

Glover, Donald Mitchell, Cleveland, Ohio, as of 
January 1, 1923. 

Weiser, Walter Rupert, Daytona, Fla., as of Janu- 
ary 1, 1924. 

Weyher, Russell Frank, Detroit, Michigan, as of 
January 1, 1924. 

Sobotky, Irving, Brighton (has paid through 
1924). 

Witte, Max E., Chicago, Illinois, with remission 
of dues. 


4. That the following named seventeen Fellows 
be allowed to change their membership from one 
district society to another without change of legal 
residence, under the provisions of Chapter III, Sec- 
tion 3, of the by-laws: 

One from Hampshire to Franklin. 


Doyle, Frank William, Northampton. 


One from Middlesex North to Essex South. 
Lawlor, James Francis, Tewksbury. 


Two from Middlesex South to Suffolk. 


Lee, Roger Irving, Cambridge. 
Sills, William Yale, Allston. 


One from Norfolk to Middlesex South. 
Anthony, George Chenery, Wellesley. 


Twelve from Norfolk to Suffolk. 


Buck, Robert William, Brookline. 
Goldberg, Bernard Isadore, Brookline. 
Hinton, William Augustus, Canton. 
Jordan, Sara Murray, Brookline. 
Kebabjian, Hrant Setrag, Dorchester. 
Levine, Samuel Albert, Roxbury. 
Meigs, Joe Vincent, Brookline. 
Parker, Willard Stephen, Brookline. 
Root, Howard Frank, Brookline. 
Slater, Robert, Brookline. 

Spitz, Jacob, Dorchester. 

Warren, Shields, Needham. 


In addition to these recommendations your Com- 
mittee wishes to go on record as heartily approving 
the proposed amendment to Chapter I, Section 8, of 
the by-laws, which is to be offered by the Committee 
on Ethics and Discipline at this meeting. 

Davip N. BLAKELY, Chairman. 


Dr. Blakely read the following report of the 
Committee on Membership and Finance as to 
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Finanee and it was adopted by a unanimous 
vote: 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
AS TO FINANCE 
The Committee on Membership and Finance makes 
the following recommendation as to Finance: 
That the Council appropriate at this tme $300 for 


the work of the Committee on Public Instruction, 
appointed at the last meeting of the Council. 


Davip N. BLAKELY, Chairman. 


Dr. David Cheever presented the report of the 
Committee on Ethics and Discipline, the Presi- 
dent explaining that the chairman of this com- 
mittee, Dr. Henry Jackson, was absent on ac- 
count of illness in his family, and that Dr. 
Cheever offered the report at his request. See 
Appendix No. 1 for report. * 

It was moved and seeonded that the report be 
accepted and its recommendations adopted. Dr. 
Victor Safford said that as regards the pro- 
posed amendment to Chapter I, Section 8, of the 
by-laws, he would like to ask if the words 
‘‘erime involving moral turpitude’’ were broad 
enough to cover everything that it is desired to 
cover. His previous experience in the Govern- 
ment service led him to believe that ‘‘crime or 
misdemeanor involving moral turpitude’’ was 
preferable because of a narrow definition placed 
upon the term ‘‘crime’’ in the Federal courts. 
He offered the latter wording as an amendment 
to the proposed amendment. The amendment 
was accepted by Dr. Cheever, put to a vote and 
passed. On motion by Dr. A. P. Merrill the por- 
tion of the report through the amendment to 
Chapter I, Section 8, was adopted. The remain- 
ing portion was then adopted and Dr. E. A. 
Locke offered the following motion: Moved, 
That the President direct the Committee on 
Medical Education and Medical Diplomas to in- 
vestigate those medical schools in the Common- 
wealth of Massachusetts whose diplomas do not 
entitle their owners to present themselves for ex- 
amination for fellowship in the Massachusetts 
Medical Society, to the end that Fellows who 
teach in these schools may be advised as to how 
their action is regarded by the Society. The 
motion having been duly seconded was carried. 

Dr. C. F. Painter read the report of the Com- 
mittee on Medical Education and Medical Di- 
plomas. See Appendix No. 2 for report. It 
was adopted. 

Dr. T. J. O’Brien presented the report of the 
Committee on State and National Legislation 
and after discussion it was adopted by vote. 
See Appendix No. 3 for report. 

Dr. C. E. Mongan said that he was heartily in 
favor of the recommendations of the report but 
he went further, he thought that the legislators 
as well as the public need education. He spoke 
of the small number of medical men present at 
the hearings on the bill which would authorize 
chiropractors to sign death certificates and to 
report communicable diseases, and of the large 
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number of chiropractors and their friends who 
were in attendance. Legislators are influenced 
largely by numbers. He hoped that many Fel- 
lows of the Society would attend the hearings of 
the Recess Committee of the Legislature, which 
are to be held in the near future, on the subject 
of registration. 

Dr. B. P. Croft thought that the Fellows 
ought to get into touch with the members of the 
General Court in an effort to influence legisla- 
tion to run in proper channels. He had made 
attempts to do that and urged others to do like- 
wise. Dr. T. J. O’Brien said that his committee 
had invited the deans of the three Class A med- 
ical schools in the state, the superintendnts of 
the hospitals of Boston, the medical examiners, 
two ex-presidents of the Society, the Commis- 
sioner of Public Health of the Commonwealth 
and the Chairman of the Committee on Public 
Health of the Society, and other influential peo- 
ple, to attend the hearing on the Chiropractic 
Bill, believing that a representative body was 
preferable to one of large numbers. Dr. J. P. 
Sutherland, a man of experience, had presented 
the case for the medical profession most skilfu!- 
ly but he and Dr. C. Frothingham had been 
treated by the legislative committee with dis- 
courtesy. 

Dr. Victor Safford read the report of the 
Committee on Public Health. It was adopted 
by vote. See Appendix No. 4 for report. 


The Nominating Committee brought in the 
following slate of nominations which was read 
by the Secretary, on request by the President: 


For President, Enos H. Bigelow. 

For Vice-President, Ralph W. Jackson. 
For Secretary, Walter L. Burrage. 

For Treasurer, Arthur K. Stone. 

For Librarian Emeritus, Edwin H. Brigham. 
For Orator, David Cheever. 


The President appointed as tellers: Dr. Hen- 
ry Colt and Dr. W. D. Kinney. On proceeding 
to ballot Dr. Colt reported that 104 ballots had 
been cast, all for the list presented by the Nom- 
inating Committee. 


Dr. A. P. Merrill explained that his Commit- 
tee on Publie Instruction had canvassed thor- 
oughly the work that had been done in other 
states in this department, commending especial- 
ly the work that had been done in the neighbor- 
ing state of Maine; he thought that the subject 
should be handled gradually and circumspectly 
so that no mistakes might be made; he presented 
this report : 


REPORT OF THE COMMITTEE ON PUBLIC INSTRUCTION 


This committee recommends the very gradual de- 
velopment of a program of instruction beginning 
with several short articles on health subjects, to be 
prepared by Fellows of the Society, censored and 
signed by the Committee and published in the news- 
papers of the state. 

For the initiation of this work we recommend the 





appropriation of the sum of three hundred dollars 
($300). 


(Signed) A. P. MERRILL, Chairman. 


He said that the committee hoped to develop 
a feeling among the editors of the state that they 
will be glad to receive articles sponsored by the 
Massachusetts Medical Society. Later the 
committee may adopt moving picture shows and 
radio broadeasting. A motion to adopt the re- 
port was duly seconded and carried. 


The report of the committee appointed at the 
last meeting to consider the petition of J. P. 
McCue to be restored to the privileges of fel- 
lowship was read by the secretary. It was 
voted to accept the recommendations of the com- 
mittee, namely, that Dr. McCue be restored un- 
der the usual conditions. 

Dr. J. S. Stone read the report of the Manag- 
ing Editor of the official organ of the Society, 
THe Boston MEDICAL AND SURGICAL JOURNAL, 
to the Committee of Nine, in charge of that 
JouRNAL. The report was accepted by vote. See 
Appendix No. 5 for report. 

Dr. W. B. Jackson read the report of the 
Committee on Advertising by and of Fellows 
and it was duly accepted. See Appendix No. 6 
for report. 

The chair nominated and the Council elected 
the following eight standing committees for the 
ensuing year: 

Or ARRANGEMENTS, 


Dwight O’Hara, J. C. Rock, L. S. McKittrick, W. T. 
S. Thorndike, James Hitchcock, E. P. Hayden. 


On PUBLICATIONS AND SCIENTIFIC PAPERS, 
E. W. Taylor, R. B. Osgood, F. T. Lord, R. M. Green, 
A. C. Getchell. 


On MEMBERSHIP AND FINANCE, 
D. N. Blakely, Algernon Coolidge, 
Crowell, Gilman Osgood, Homer Gage.. 


Jr., Samuel 


On ETHICS AND DISCIPLINE, 
Henry Jackson, David Cheever, F. W. Anthony, 
W. D. Ruston, S. F. McKeen. 


On MEDICAL EDUCATION AND MEDICAL DIPLOMAS, 
C. F. Painter, J. F. Burnham, A. G. Howard, R. L. 
De Normandie, H. P. Stevens. 


On STATE AND NATIONAL LEGISLATION, 
E. H. Bigelow, E. H. Stevens, F. E. Jones, J. S. 
Stone, T. J. O’Brien. 


On Pusiic HEALTH, . 
Victor Safford, Annie L. Hamilton, E. F. Cody, R. I. 
Lee, T. F. Kenney. 


On PusBLic INSTRUCTION, 
A. P. Merrill, Kendall Emerson, W. P. Bowers, 
J. S. Stone, G. C. Shattuck, W. H. Robey, R. I. Lee. 


In the same manner were elected J. S. Stone, 
H. D. Arnold and C. Frothingham, as members 
of the Committee of Nine, for a term of three 
years. 

The chair nominated and the Council appoint- 
ed H. G. Stetson and J. F. Burnham delegates 
to the Legislative Conference, under the auspices’ 
of the Bureau of Legal Medicine and Legislation 
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of the American Medical Association, at Chicago, 
June 11, 1924. 

Dr. B. P. Croft reintroduced the proposed 
amendment to Chapter V, Section 2, of the by- 
laws, placed at the end of the minutes of the 
last meeting, providing for a six months’ resi- 
dence in a district of a candidate for fellowship 
previous to his taking an examination before 
the censors. Dr. J. S. Stone asked if the pro- 
posed amendment would interfere with the ap- 
plication of men who had been just graduated 
in medicine or would interfere with the 
prompt acceptance of well known men who had 
come from other states and desired fellowship. 
Dr. Croft thought that some qualifying clause 
might be desirable. The secretary pointed out 
the practical difficulty for secretaries of the 
larger districts about Boston to determine 
whether an applicant had been six months in a 
district. On motion by J. 8. Stone the matter 
was laid on the table. 

Dr. A. P. Merrill spoke of the manner of 
handling the Sections at the Annual Meeting; 
that the number of Sections was growing so 
large that the present method of electing offi- 
cers and gathering the papers and the tran- 
scribed discussions for publication had become 
obsolete. He moved, and it was Voted, That the 
President appoint a committee to consider the 
methods of control of the Sections at the An- 
nual Meetings with a view to their improve- 
ment and to report to the Council. In accord- 
ance with this vote the President appointed: 
A. P. Merrill, F. B. Lund, W. L. Burrage, as 
the committee. 

Dr. T. J. O’Brien introduced the following 
preamble and resolution: 


WHEREAS, The domestic use of concen- 
trated lye and other caustic alkalis and of corro- 
sive acids, in ignorance of their dangerous prop- 
erties and of the treatment in case of accident, 
is a not infrequent cause of death and of 
prolonged, distressing and incurable disability, 
particularly among children. Therefore be it 


RESOLVED, That the Massachusetts Medi- 
cal Society, through its Council, the governing 
body, assembled at its annual meeting, June 6, 
1924, favors the passage of Senate Bill 3112 and 
the identical bill, House of Representatives Bill 
8917, bills ‘‘To safeguard the distribution and 
sale of certain dangerous caustic or corrosive 
acids, alkalis, and other substancess in inter- 
state and foreign commerce,’’ known as the 
“4Federal Caustic Alkali and Acid Act of 
1924.’ On motion, duly seconded the pream- 
ble and resolution were adopted. 


Adjourned at 1.30 P. M. 


Wauter L. Burrage, Secretary. 
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APPENDIX TO PROCEEDINGS OF THE 
COUNCIL 


NO. 1 
REPORT OF THE COMMITTEE ON ETHICS AND DISCIPLINE 


During the year the Committee has held three 
meetings, conducted two hearings for the examina- 
tions of Fellows charged with offenses against the 
code of ethics, and disposed of many lesser com- 
plaints. 

The more important cases may be summarized as 
follows: 

Three Fellows, accused of abortion, denied the 
charge, and investigation showed that in each in- 
stance a Massachusetts Court had ordered a verdict 
of not guilty;—no further evidence being forthcom- 
ing, no disciplinary action was taken. 

A Fellow was found guilty of abortion, but on ac- 
count of extenuating circumstances: he was placed 
on probation by the Court. Strong representations 
by the probation officer and by the assistant district 
attorney of the district where he was convicted con- 
vinced the Committee that this leniency was justi- 
fied, and his case was placed on file during good 
behavior. 

A Fellow found guilty by the Court of certain 
offenses, whose license was revoked by the Board of 
Registration in Medicine, was recommended to the 
President for expulsion if the charges were sustained 
before a Board of Trial. 

Two Fellows charged with abortion and other of- 
fenses were caused to appear at hearings before the 
Committee and were faced by their accusers. In 
each instance the accusation made was not substan- 
tiated by credible evidence, and the charges were 
laid on the table pending the production of such 
evidence, which has not been forthcoming. 

A Fellow, convicted of felonious assault, presented 
his resignation on demand by the Committee, and 
its acceptance was recommended to the Committee on 
Membership and Finance. 

A Fellow was convicted by a court of criminal 
assault upon a woman patient. While sentence was 
suspended pending an appeal, the Committee ascer- 
tained the existence of a feeling among fellow citi- 
zens of the accused that he might be the victim of 
a conspiracy, and action was deferred. Upon his final 
conviction and sentence to prison the Committee 
voted to recommend him to the President for expul- 
sion after a hearing before a Board of Trial. Coun- 
sel for the Society reported that this could not be 
legally done under the by-laws, and advised delay 
until his release from confinement. In order to make 
it possible to drop a Fellow from the rolls under 
such circumstances, an amendment to Section 8, 
Chapter I, of the by-laws has been drafted in confer- 
ence between members of the Committee on Mem- 
bership and Finance, and on Ethics and Discipline, 
and is hereby recommended to the Council for ap- 
proval, so that Section 8 of Chapter I, being amended, 
shall read as follows: 


“Section 8. (a) Resident fellows who have 
neglected payment of three annual assessments, 
and who continue to neglect payment after noti- 
fication by the treasurer, may be deprived of the 
privileges of fellowship by the council acting on 
a report of the committee on membership and 
finance. (b) Non-resident fellows who have neg- 
lected payment of one annual assessment, after 
removal from the state, may be deprived of the 
privileges of fellowship in the same manner. 
(c) Fellows who have been convicted in a court 
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of law of a crime involving moral turpitude may 
be deprived of the privileges of fellowship by 
the council acting on separate reports of the 
committee on ethics and discipline and the com- 
mittee on membership and finance, presented by. 
the latter committee. A fellow so deprived shall 
have the privilege of a hearing by the joint com- 
mittees if he desires. Fellows who have been 
deprived of the privileges of fellowship, on mak- 
ing application in writing to the council to be 
restored to said privileges, shall receive the con- 
sideration of the council. Such petitions should 
be addressed to the council and sent to the sec- 
retary of the general society.” 








Meanwhile, further consultation with counsel justi- 
fies the belief that it may be possible to secure the 
expulsion of this Fellow without violation of the 
by-laws. By one method or another the Committee 
proposes to accomplish this result. 

Violations of the spirit of the Code of Ethics by 
Fellows by various forms of advertising have long 
engaged the attention of the Committee. Anything 
which smacks of advertising has been repugnant to 
the best ideals of the profession. The Code of Eth- 
ics, beyond stating that “physicians should not adver- 
tise their methods of practice,” is silent on the sub- 
ject. At least as great changes have occurred in 
recent years in the conditions surrounding medical 
practice, as in any other form of human activity. 
The growth of our industrial population, the influx 
of aliens, the development of numerous specialties 
in medicine, are explanations of the alleged necessity 
of informing the public about our activities. There 
has undoubtedly been a general relaxation of the 
lofty and somewhat rigid standards of behavior of 
a previous century. Enterprising journalism denies 
to the modest physician the low visibility which he 
desires. Whatever the causes, there is an increasing 
tendency among physicians to advertise, especially 
in newspapers and telephone directories. Instances 
are frequently brought to the attention of the Com- 
mittee, and on remonstrance the reply is made that 
the practice is well nigh universal in the community 
concerned. Usually the offense is not sufficient to 
warrant disciplinary measures. The Committee has 
become convinced that the situation should be care- 
fully reviewed, and a restatement made of the prin- 
ciples of the Society in the light of present-day con- 
ditions, for the guidance of Fellows and for the 
support of the Committee in enforcing these prin- 
ciples. To this end the President was asked to nomi- 
nate a committee to study and report on this matter 
to the Council, and complaints against certain Fel- 
lows on the ground of advertising will be disposed of 
according to the principles thereby established. 

A problem has arisen in the field of medical educa- 
tion of such importance as to require that it shall 
be presented to the Council. Certain Fellows of the 
Society are active on the administrative and teaching 
staffs of medical schools in this Commonwealth whose 
standards of medical education are alleged to be so 
low as to merit severe criticism. Recently a report 
by a Grand Jury appointed by a Connecticut Court 
of Justice stigmatized in scathing terms the stand- 
ards and spirit prevailing in one of these schools, 
and denounced its graduates as employing fraud and 
deceit in attempting to secure license to practice. 
Resolutions passed by the Suffolk District Society at 
its annual meeting asked the Committee on Ethics 
and Discipline to consider whether Fellows of the 
Massachusetts Medical Society teaching at this insti- 
tution are not violating Article I of our Code of 
Ethies, which requires that “Physicians should en- 
courage sound medical learning.” It is evident that 
disciplinary measures against these Fellows. may 
have far-reathing consequences. It may be urged 
that they have offered their services to these schools 
in the sincere effort to help raise their standards, 
to the end that poor but ambitious boys may obtain 
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a medical education now denied them at other schools 
where they are excluded by the limitation of enroll- 
ment as well as by higher standards of admission; 
that these schools are constantly seeking financial 
aid from public-spirited citizens to enable them to 
improve their equipment and render better service; 
that there is an admitted scarcity of physicians in 
rural and remote districts and that this need is not 
being filled by graduates of the high grade schools, 
who appear to be willing to settle only in the neigh- 
borhood of large cities, and that in aiding in the 
education of more physicians, these Fellows are per- 
forming a public service. Will the Massachusetts 
Medical Society say through its Committee on Ethics 
and Discipline that these Fellows are falsely stating 
their motives, or that these motives in themselves 
are unworthy? 

The Society has never been willing to accept other 
criteria than those established by itself for the deter- 
mination of the fitness of physicians for member- 
ship in its ranks. Thus under our by-laws no con- 
demnation by a Court of the Commonwealth, or by 
a Board of Registration, or by another medical or- 
ganization operates to deprive a Fellow of member. 
ship. The Committee believes that the Society will 
never be willing to surrender this right of indepen- 
dent judgment over its Fellows. 


There exists now a standard of eligibility which 
offers a logical ground for complaint against the Fel- 
lows under consideration. By order of the Council, 
a Board of Registration, or by any other medical or- 
the Committee on Medical Education and Medical 
Diplomas is required from time to time to prepare 
and present to the Council for adoption a list of medi- 
eal colleges, a degree or diploma from any one of 
which entitles its owner to present himself for exami- 
nation by a district Board of Censors. Two schools in 
Massachusetts, including the one under considera- 
tion, are not on this list. Their graduates are not 
accepted, ipso facto, as candidates for examination 
for Fellowship. Is it not logical to consider that 
Fellows of the Society who are participating as 
either administrators or teachers in furnishing to 
students a medical training which does not meet 
the standards of the Society, have violated Para- 
graph I of the Code of Ethics and have thereby ren- 
dered themselves liable to admonition, censure, or 
expulsion? In accordance with this view, the Com- 
mittee on Ethics and Discipline voted to take action, 
and a list of these Fellows (numbering thus far 
fifteen) is being prepared. 


Believing that the cause is of considerable impor- 
tance, the Committee invites discussion and an ex- 
pression of opinion by the Council. The Committee 
suggests that a procedure which would be less assail- 
able on the ground of prejudice, hasty action or mis- 
information, might be for the Council to cause to be 
made by an appropriate committee a special investi- 
gation of the methods and standards of those medi- 
cal colleges in the State of Massachusetts whose 
diplomas are not acceptable to the Council, to the 
end that a just policy may be formulated with rela- 
tion to Fellows serving on their administrative or 
teaching staffs. 


The Committee believes that its Fellows of the 
Massachusetts Medical Society are honorable, scrupu- 
lous, high-minded men until the contrary is proved 
beyond a reasonable doubt. It conceives that its 
duties are no less to defend the good name of Fel- 
lows unjustly criticized, than to invoke censure on 
those deserving criticism. In cases of minor infrac- 
tions of the Code of Ethics, it prefers to secure the 
coéperation and agreement of the offending Fellow 
by advice and suggestion, rather than to antagonize 
him by uncompromising rebuke; in more serious 
cases it believes that the interests of the Society 
are well served by securing the offender’s resigna- 
tion, and in most serious cases, where our standards 
cannot otherwise be maintained, it believes that the 
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ends of justice require that he be brought before a 
Board of Trial and expelled from the Society. 
Davin CHEEVER, Acting Chairman. 





NO. 2 





REPORT OF THE COMMITTEE ON MEDICAL EDUCATION AND 
MEDICAL DIPLOMAS 


Your Committee has had six meetings during the 
year. The average number of requests from district 
secretaries have been received, all with reference 
to candidates whose place of graduation did not per- 
mit of their taking the Censors’ examinations. The 
following list comprises those that the Committee 
has passed upon favorably after receiving their let- 
ters of recommendation: Brs, W. R. Angell, John A 
Brewin, Thomas Cuddy, John W. Gorman, Richard 
Sheehy, and Ward Young. 

The history of the other activities of the Com- 
mittee has been, from time to time, outlined in the 
JOURNAL in reports from the State House. In con- 
formity with plans formulated last year, a bill was 
about to be introduced by your Committee when we 
discovered that Representative Toomey of South 
Boston had presented an identical bill, House 62. 
After offering him any assistance that it might be 
in our power to give, we told him we would refrain 
from entering our bill and support him in his cam- 
paign. No acknowledgment, even, of having received 
our overtures was forthcoming. 

As bills of this nature have never been brought up 
in the past until well along in the session, we were 
totally unprepared for the announcement, the day 
efter this hearing occurred, that House Bill 62 had 
oeen given a hearing and that when the proponents 
were called, Representative Toomey withdrew the 
bill. This was on the second day after the expira 
tion of time for introducing new bills had gone by. 
The obvious intent was to prevent the introduction 
by us of any bill having a similar purpose. 


No one who attended the hearing and listened to 
Mr. Toomey and others of the opponents of House 
Bill 1209, which your Committee succeeded in getting 
before the General Court, by action of the Committee 
on Rules, has any doubt that his action from the 
time he introduced House Bill 62 was based upon 
a desire to shield the College of Physicians and Sur- 
geons and Middlesex College from any legislation 
that might embarrass them. 

The purport of House Bill 62 was to give the Board 
of Registration power to refuse admission to exami- 
nations to graduates from any school not approved 
by the Board. Certain members of the Public Health 
Committee, certainly, one of these a dentist commit- 
ted to aid the Chiropractors in their efforts to secure 
a separate Board of Registration, were openly hos- 
tile to the efforts of this committee when they later 
introduced House Bill 1209, having a similar pur- 
pose to that of House Bill 62, but directed to this 
end through modification in the method of making 
appointments to the Board of Registration. The 
opposition of Representative O’Brien was prompted 
by Mrs. Carmody, who lobbies for the two “C Class” 
schools which this Commonwealth still harbors. The 
Chairman of the Committee, whom we would natu- 
rally expect to be of assistance to us, was too much 
“concerned with his political future to be willing to 
put himself in a position where someone might feel 
he was not helping their interests along. This was 
characteristic of him in relation to all the bills which 
brought us in touch with him. 

Because of opposition of this sort a situation was 
created within the Committee which made it inad- 
visable to urge them to make a favorable report on 
House Bill 1209, as might have been done, for pres- 
sure could have been brought to accomplish that. 
The result, however, would have been that the mal- 





contents would have gone out among their friends 
in the Senate and House and “back-fired” the bill. 

The compromise effected was a Resolution, Senate 
No. 412, introduced by a member of the Public Health 
Committee (Senator Eben Draper) whose attitude 
has been entirely favorable to the bills proposed by 
this committee, asking that all strictly medical bills 
offered to this session of the General Court be re- 
ferred to a recess committee to be appointed by the 
President of the Senate and the Speaker of the House. 
This recess committee is to study the Boards of 
Registration now functioning at the State House, see 
if and wherein, the method of their appointment and 
the powers that they exercise need modification, in 
order that they may more satisfactorily conform to 
present-day conditions. 

This Resolution received the approval of the Sen- 
ate Ways and Means Committee, before whom it 
had a hearing, and has been passed, and signed by 
Speaker Young and President Allen, though as yet 
the recess committee has not been named. Your 
Committee believes that this was probably the best 
solution of the problem in view of the opposition 
developing in the Public Health Committee and is 
likely to result in achieving our ultimate goal more 
directly than in any other way. 

We take this occasion to make a report upon the 
meeting of the Council on Medical Education, Medi- 
cal Licensure, Public Health and Hospitals, held in 
Chicago, March 8 to 5, 1924, to which the Chairman 
of this Committee was a delegate. The meeting of 
the Council on Medical Education I have already 
reported in the Boston MEDICAL AND SURGICAL JOUR- 
NAL for March 13 and 27. There remain the pro- 
ceedings of the Federation of Medical Examiners and 
the Council on Public Health, Hygiene and Hospitals. 

Dr. Edsall made a plea for the simplification of 
the subject matter called for before the State Boards 
of Registration. He pointed out that unless some 
reduction were made from the present requirements 
the time was not far distant when it would be 
impossible to require preparation for examination 
upon all the new material that research was adding 
to the fund of medical knowledge. He paid particu- 
lar attention to the subject of anatomy as being one 
upon which codperation between the schools and the 
registration boards might result in benefit to the 
student, for he might then be able to neglect some 
of the non-essential and impractical matter that he 
is now obliged to spend valuable time upon. From 
the standpoint of preparation of the student for 
practice it would be very desirable to carry this 
coéperative plan out with other subjects in the cur- 
riculum because as it is now the student comes up 
to his interneship so swamped in a complexity of 
infcrmation that he is at a loss to know where or 
how to take hold of the practical work of doctoring. 
This paper was discussed with chief interest attach- 
ing to the remarks of Drs. Wilbur, Ryerson and 
Abbott. 

Dr. Briggs of Wilmington, Del., pointed out that 
unless some provision is soon made for furnishing 
an increased number of qualified graduates there 
will be a dearth of the right sort of practitioners. 
This goal should not be reached by lower standards 
but by larger opportunity for obtaining a medical 
education. : 

Dr. Prior of Massachusetts urged the employment 
of better teaching methods in certain schools whose 
graduates the Board is by law required to examine. 
Discussion followed by Drs. Dye of Connecticut, 
Plattner of Ohio, and Rypin of New York. The gist 
of their remarks was that separate boards were an 
abomination and that every physician should be made 
to register every year, paying a small fee, and that 
illegal practitioners should be brought tp trial before 
a justice or mayor’s court without jury. 

Dr. Leathers of Mississippi presented a paper upon 
the desirable educational qualifications of those serv- 
ing on the State Boards. He thought no Board should 
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examine a candidate from a “C Grade” school. A 
candidate for licensure must be a safe person to 
practice and of good character, 

Dr. Crowe of Dallas, Texas, presented a paper in 
answer to the question, Why Reciprocity? He ob- 
jected to reciprocity as it is now practiced because 
he believed there is too much laxity in the manner 
of handling the applications for endorsement by the 
State Boards and that there is too much of a dispo- 
sition to favor the doctor and not the public. There 
was considerable discussion. 

In the final day of the conference the subject of 
hospital efficiency (professional) was considered by 
Dr. E. A. Codman, who pleaded for a hospital run 
for limited profit to its stockholders, on a business 
basis, with no pretense to charity; accepting only 
curable cases, and admitting their legal liability like 
any other public service corporation. When this time 
was reached then we might expect efficiency. 

Dr. Wilbur led off in the discussion of the hospital 
efficiency problem, pointing out that the great diffi- 
culty just now is the failure to provide for the hos- 
pital needs of all classes in the community. Better 
selection of patients, more home nursing and shorter 
stay in the hospital—all these would contribute to 
the efficiency of the hospital in the community. Oth- 
ers followed in the discussion. 

The topics discussed in the afternoon session were 
an inquiry into the Demand and Supply of Interns 
by Dr. H. F. Sanger. There is a known shortage of 
interns to the number of 840, of which the hospitals 
approved by the Council have 89 per cent. of their 
requirements and the non-approved 63 per cent. The 
number of graduates available in the next four years 
may be expected to increase by about 500 per year. 

Dr. J. M. Dodson reported on the work of the 
Bureau of Health and Public Instruction, speaking 
particularly of the magazine Hygeia, its aims and 
activities during the past, which was its first, year. 

Dr. Schmitt spoke upon the value of periodic health 
examinations and the way the California State Medi- 
cal Association was striving to bring this work be- 
fore the California public. At the University of Cali- 
fornia all the students are subjected to such exami- 
nation; as a result of the first test 59 per cent. were 
found to have some defect. 

In Maine the same sort of work and the methods 
of carrying it forward by the Maine Medical Asso- 
ciation and the Maine Public Health Association were 
outlined by Dr. B. L. Bryant of Bangor. 

In the discussion an active part was taken by 
Dr. Wilbur, Dr. Frank Billings and Dr. Flagg of 
Sayre, Penn. 

Dr. A. C. Abbott described the organization of the 
School of Hygiene of the University of Pennsylvania. 
which aims to train men who desire to become Doc- 
tors of Public Hygiene or Certified Sanitarians. They 
do not feel convinced as yet that their curriculum 1s 
quite satisfactory. 

CHARLES F. PAINTER, Chairman. 
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REPORT OF THE COMMITTEE ON STATE AND NATIONAL 
LEGISLATION 


Many important measures, concerning medical prac- 
tice and medical education, were introduced during 
the legislative session of 1924. Most of these bills 
were heard before the Committee on Public Health, 
which committee rendered reports upon a few bills, 
but, after conducting hearings on several others, 
asked for the appointment of a recess committee to 
investigate the divisions of registration, the practice 
of midwifery, the registration of nurses and nursing 
attendants, and the registration of chiropractics. 

The Committee on Rules of the two branches, act- 
ing concurrently, reported that the Senate Bill 493 
ought to pass, in the form of an order herewith sub- 
mitted. ORDERED, That a joint special committee, 





to consist of three members of the Senate and six 
members of the House of Representatives, to be desig- 
nated by the President of the Senate and the Speaker 
of the House, respectively, shall sit during the recess 
of the General Court for the purpose of investigating 
every aspect of the organization, practice and pro- 
cedure of the various divisions of registration in the 
Department of Civil Service and Registration, with 
particular reference to the methods of examining 
and registering applicants for examination and regis- 
tration, the advisability or necessity of increasing or 
lowering the prescribed requirements for the regis- 
traton of such applicants, and the enforcement of 
the laws governing said registration by duly ap- 
pointed inspectors of said department. The commit- 
tee shall also consider the subject matter of current 
House Bill 223 relative to the practice of midwifery 
and the registration of midwives; of current House 
Bill 293 relative to the registration of nurses and 
nursing attendants, and the current House bills 746 
and 1071, relative to the registration of persons prac- 
ticing chiropractic. The committee shall have quar- 
ters in the State House, may hold hearings, may re- 
quire the attendance and testimony of witnesses and 
the production of books and papers relating to any 
matter under investigation, and may administer oaths 
to witnesses testifying before it. It may employ 
such assistance as may be necessary, and may expend 
from such amount as the General Court may appro- 
priate, such sums, not exceeding five thousand dol- 
lars, as may be approved by the Governor and Coun- 
cil. Said committee shall report the results of its 
investigation, together with such recommendations 
and drafts of legislation as it may deem advisable, 
to the next General Court, not later than the fifteenth 
of December, nineteen hundred and twenty-four. 

The subject of vaccination was brought before the 
Committee on Public Health, there being two bills 
introduced to change the present laws on vaccina- 
tion, and a bill of Dr. Samuel B. Woodward asking 
that the vaccination of certain children in private 
schools be made compulsory. Leave to withdraw was 
granted to the petitioners of these three bills. 

A bill to regulate the possession of certain hypo- 
dermic instruments was passed. A physician may 
now issue a permit to a patient who is under his 
immediate charge, which permits the possession of 
a hypodermic by said patient. Such permits are to 
be issued by the Board of Registration in Medicine, 
and any permit so issued may be revoked at any 
time by this board. The passage of this bill legalizes 
the self-administration of insulin and similar drugs 
by a patient, under the direction of a physician. 

Leave to withdraw was granted to the petitioners 
who asked that the Commonwealth establish a hos- 
pital for the care and treatment of persons afflicted 
with cancer; and the petition that the State pur- 
chase radium, to alleviate the suffering and distress 
caused by cancer, was referred to the next annual 
session. 

Leave to withdraw was granted the petitioner who 
asked for State protection of mothers and children 
during maternity period. 

The Committee on Ways and Means recommends 
the acceptance of ‘House Bill 1707, which provides 
a sum, not exceeding two thousand dollars, that the 
Department of Public Health may investigate con- 
ditions existing throughout the Commonwealth, with 
respect to the maintenance of adequate and compe- 
tent health and medical service in sparsely settled 
districts. The department is to report its findings 
and recommendations not later than December 15 of 
the current year. 

The Committee on Legislation realizes that differ- 
ences of opinion exist among the members of the 
Society on the merits of some of the bills to be 
heard before the joint special committee, but there 
is a unified opinion concerning the opposition to the 
registration of persons practicing chiropractic, and 
the creation of a separate board to examine them. 
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It would be a difficult matter for the Society to 
present a more able body of representatives than 
the men who appeared before the Committee on Pub- 
lic Health in opposition to the passage of the chiro- 
practic bills. 

The Committees on Legislation of the various 
state societies find it almost useless to combat the 
ridiculous claims and fallacy of the entire system 
of spinal adjustments, at the hearings, and in our 
medical journals. We feel that the education of 
the public is the only way to overcome this evil. 
The public press is an excellent medium, and the 
absurdity of the principles of chiropractic must be 
emphasized, as the gullibility of the public is entirely 
a matter of psychology. A far-reaching educational 
campaign must be systematically conducted, with 
each member of our Society an active, earnest work- 
er, that the principles of modern medicine may be 
better understood by the general public. 


Tuomas J. O’BrRIEN, Secretary. 
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REPORT OF THE COMMITTEE ON PuBLIC HEALTH 


Your Committee on Public Health has followed its 
-practice of holding regular monthly meetings during 
the year. It has also continued the arrangement 
for supplying on request speakers on public health 
subjects at meetings of the district societies, as has 
from time to time been announced in the MEDICAI. 
AND SURGICAL JoUuRNAL. The Fellows of the Society 
who have volunteered to do this work have also 
responded to requests to talk on their special subjects 
at other public health gatherings. 

The Committee, and its members acting as indi- 
viduals, have taken part in various ways in efforts 
to encourage artificial immunization against diph- 
theria. As a matter of fact, ever since the pioneer 
work of the Society three years ago, when Dr. Gar- 
land was employed by the Society to travel about the 
State and to bring to the medical profession personal 
instruction in the Schick test technique and in toxin- 
antitoxin immunization, your Committee on Public 
Health has been looked to for assistance in this 
matter. 

During the year the Committee on Public Health 
has been called on to deal with both the Medical 
Liberty League and with the “Friends of Medical 
Progress.” Reference will be made to these organi- 
zations later. 

The Committee, through its members, has contin- 
ued to represent the Society in the Massachusetts 
Central Health Council and on the Executive Com- 
mittee of the Massachusetts Association of Boards 
of Health. 

As a special feature of its work for the year, your 
Committee has undertaken what it is hoped will 
prove to be not only an authoritative evaluation 
of conventional quarantine practices, but a means of 
putting the entire matter of control of common com- 
municable diseases on a more rational basis. 

We believe that the time has come when commonly 
accepted quarantine practices should be critically 
analyzed, and reaffirmed or approved, or discarded, 
if found irrational or unprofitable. This is what we 
have undertaken to do and with a view to furnish- 
ing the practicing physician something definite and 
‘authoritative which he will find useful in his pro. 
fessional relations with his patients and their fami- 
lies. 

The Committee has employed and already has at 
work on this proposition Major Edward C. Huber, 
of the Medical Corps of the United States Army, 
who has been taking the Health Officers’ Course at 
Harvard. He has met regularly with the Committee 
since the beginning of the year. Major Huber would 
seem to be well qualified for this task by reason 
of his special studies in public health as well as 
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from his military experience. In addition he has 
the benefit of resources which the members of the 
Committee are able officially, or otherwise, to place 
at his disposal. 

In the course of the past year the Committee has 
become better acquainted with the Medical Liberty 
League. As a result, we believe we may properly 
call attention in this report to certain matters re- 
garding which the members of the Society should 
be interested in their capacity as citizens of the 
Commonwealth. 

The Medical Liberty League is an aggressive, grow- 
ing organization. In it there have been gathered 
together various incongruous elements, but all of 
which are united in a common purpose to discredit 
in the popular mind modern medical education and 
to repeal or nullify every law or regulation inter- 
fering with absolute freedom of action on the part 
of an individual in any matter affecting his health 
or that of his neighbors. The organization includes 
those who will profit financially from the removal 
of restrictions on quackery and medical swindles. 
It includes persons who are mentally warped or 
deranged. It is also receiving the support of people 
who are devoted to its purposes with all the ardor 
of religious fanaticism. 

In its appeals to the public the American Medical 
Association is pointed out as the Medical Trust which 
is insidiously depriving people of their constitutional 
rights. Sanitation, meaning community cleanliness, 
is conceded to be a proper governmental function, 
but one which should be carried on by engineers 
and not by medical health officials. But objections 
are not merely made to the use of medical men in 
official positions. The organization is making public 
appeals in which the practice of medicine itself is 
referred to as a “heathen rite.” 

This organization is being cleverly managed. 
Members are told to provoke controversies with pub- 
lic officials in order that the League may benefit 
from the kind of free first page newspaper advertis- 
ing which may be expected to result. It has the 
assurance from one source alone of practically un- 
limited financial support. It has become a politicai 
power in this State. We see a disposition to com- 
promise with it in official positions where such an 
attitude would hardly be expected. It is already 
powerful enough to stop any really important con- 
structive legislation in the interest of the medical 
profession, medical education or public health in this 
State, and, as matters now stand, there is nothing 
except possible quarrels among the incompatible ele- 
ments within the organization itself, to prevent it 
from gradually accomplishing all its purposes. 

Opposed to this organization there is the unor- 
ganized public, which does not realize that its inter- 
ests are at stake; the medical profession, which is 
practically negligible politically; and a very new 
organization, the “Friends of Medical Progress,” of 
which Dr. Charles W. Eliot is president, and which 
has made a real start, with headquarters at 28 New- 
bury Street. 

It is easy to attribute mercenary motives to the 
activities of physicians, and unselfish efforts of the 
medical profession in the interest of public welfare 
will always be discounted or discredited. 

We, therefore, feel that this attempt to organize 
the public to protect its interests, under the name 
of “Friends of Medical Progress,” should be brought 
to the attention of the members of the Society, for 
it is only by the successful development of some such 
lay organizations that public welfare in medical 
matters can be conserved in this State. 

M. Victor SAFForD, Chairman, 
EpMuND F. Copy, 

Rocer I. Lees, 

THOMAS F. KENNEY, 

ANNIE LEE HaAmIxton, Secretary, 


Committee on Public Health. 
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MEMORANDUM 


A physician is not likely to see a case of scarlet 
fever or measles until the rash has appeared. By 
this time the patient has had the disease in a con- 
tagious stage for two to four days, as the case may 
be, or even longer. This may mean that all the 
other members of the household have been exposed 
to infection as much as they ever will be. 

What procedure with respect to contacts is then 
to be advised by the attending physician? 

What examinations should be made for deciding 
when a case of scarlet fever has ceased to be con- 
tagious and how should such examinations be made’? 

What practical importance is to be attached to 
a laboratory report of the finding of “organisms mor- 
phologically indistinguishable from the Klebs-Leoffler 
bacilli,” in view of the probability that more than 
two per cent. of the general population in the winter 
time may be expected to furnish such reports? 

What measures are to be recommended for the early 
recognition or control of pertussis? 

What advice should the attending physician give 
when asked about the danger from a case of anterior 
poliomyelitis in a family? 

When is the attending physician justified in advis- 
ing a family that a convalescent case of typhoid fever 
is no longer a possible source of danger to others? 





NO. 5 





REPORT OF THE MANAGING EDITOR OF THE BOSTON 
MEDICAL AND SURGICAL JOURNAIL 


Dr. Homer Gage, Chairman of the Committee of Nine 
in Charge of the Boston Medical and Surgical 
Journal: 

Dear Dr. Gage: 

In January, 1924, you were furnished with the 
Auditor’s report showing the financial condition of 
the JouRNAL as of December 31, 1923, covering the 
work of the fiscal year. 

You will recall that the estimate of per capita 
expense of furnishing the JourNAL to members of 
the Society for the year 1923 was about $3.80 for 
a six dollar journal, as compared with the sum of 
$4.50 for the first year of operation under Society 
ownership. 

In addition to your Committee of Nine there is 
an Editorial Staff of ten, a Managing Editor with 
three Associates, about sixty Abstractors and Book 
Reviewers, and nearly thirty contributors to Medical 
Progress and writers on special subjects, such as 
Medical History and Therapeutics. 

In 1922 we published 1172 pages of reading matter, 
and for 1923, 2138, an increase of 966. In 1922 we 
published 190 original articles, and in 1923, includ- 
ing the Case Histories, 218, an increase of 28. Two 
hundred and eighteen editorials appeared in 1922 
and 289 in 1923, an increase of 71. During 1923 there 
were nine more editorial writers than in 1922. The 
circulation increased to 5447 in 1923, a difference of 
1346 over the preceding year. The receipts for ad- 
vertising were increased by $4544.80 over the amount 
of 1922. There was a material increase in cost of 
production amounting to over 10 per cent. 

Late in 1923 we entered into an arrangement with 
the Massachusetts General Hospital for the publica- 
tion of the Case Records. We expect that this added 
expense will be met by our larger circulaion and 
therefore, will not add much, if any, to the cost of 
production. 

By advice of the Committee in Charge we have 
suspended the custom of giving free reprints to 
authors of original articles. This will save approxi- 
mately two thousand dollars per year. 

We have entered into a contract with the Massa- 


chusetts Linotyping Corporation for the printing of 


the JourNAL at slightly better rates than those 


charged by the Jamaica Printing Company. 


The arrangement of the section devoted to original 
articles has been changed to conform to the style 
of some magazines. This provides space for more 
words for each page. 

The quality of the paper is better and we are now 
sending each JOURNAL wrapped so that it will be 
received in better condition. Closer contact with the 
postoffice under the present arrangement results in 
earlier delivery. 

We feel that we can justly claim that only one 
other medical journal in the United States exceeds 
the Boston MEDICAL AND SURGICAL JOURNAL in the 
amount of reading matter furnished, and the quality 
of a considerable proportion of the original articles 
is not exceeded by any. Some of the editorials writ- 
ten by recognized authorities are equal in substance 
and quality to any appearing in contemporary medi- 
cal literature. 

Approval of several editorials is shown by repro- 
duction in other journals and personal letters from 
men of standing. 

Contributions of original articles have been far 
in excess of our needs. In order to deal justly with 
contributors the papers are considered by the Edi- 
torial Staff in regular meetings. We especially de- 
sire to meet the wishes of members of the Society 
and regret that lack of space often requires the re- 
turn of papers submitted. Sometimes articles of 
merit have to be rejected because the amount of 
material on hand or in prospect relating to the same 
or kindred subjects makes an otherwise useful manu- 
script superfluous. The Staff realizes that disappoint- 
ed contributors may be unable to understand the 
reasons for some decisions. 

In the main a gratifying spirit of codperation has 
been demonstrated by reporters of several of the 
District Societies. A more general development of 
this practice will add to the value of the JOURNAL. 
We have tried to secure reporters in the other New 
England States. Several men have agreed to act 
but failed to send in news items. We find ft exceed- 
ingly difficult to get interesting news items relating 
to changes in the medical schools and hospitals. 
We earnestly suggest that more codperation would 
add interest to our columns. 

Respectfully submitted, 


W. P. Bowers, Managing Editor. 





NO. 6 





REPORT OF THE COMMITTEE ON ADVERTISING OF AND BY 
FELLOWS 


At the February session of the Council, the Chair, 
at the request of the Committee on Ethics and Dis- 
cipline, appointed a Committee “to pass on the ethics 
of advertising of and by Fellows, particularly in the 
newspapers, and offering several concrete instances 
of such advertising.” 

That there may be no misunderstanding as to 
terms, we transcribe the Century Dictionary defini- 
tion of “Advertising”: “The act or practice of bring- 
ing anything, as one’s wants or one’s business, into 
public notice, as by paid announcements in periodi- 
cals, or by handbills, placards, etc.” On the other 
hand what does the code of ethics say about adver- 
tising? Nothing, except that “Physicians should not 
advertise their methods of practice,” but as adver- 
tising is employed by some physicians, and against 
which complaint is lodged, there is abundant conflict 
with the code. In order that we may have before us 
such portions of the code as bear on the subject, 
we will transcribe them here: “The Code is intended 
to establish certain general principles and rules of 
action for fellows of the Society.” 


1 





Physicians should encourage sound medical learn- 
ing, and uphold in the community correct views of 


; 

g | 
} 
i 
. 
| 
| 

} j 








1120 PROCEEDINGS OF THE COUNCIL 


a 





the powers and limitations of the science and art of 
medicine. 
y 


A spirit of competition considered honorable in 
purely business transactions cannot exist among phy- 
sicians without diminishing their usefulness and 
lowering the dignity and standing of the profession. 


3 


The first duty of physicians is to their patients 
who have a right to expect that their diseases will 
be thoroughly and confidentially investigated and 
properly treated, and that their mental peculiarities 
or infirmities will receive charitable consideration. 


4 


Physicians in their professional relations should 
be governed by strict rules of, honor and courtesy 
Their conduct toward each other should be such as 
to secure mutual confidence and good will. They 
should take no steps with a view directly or indi 
rectly to divert.to themselves the patients or practice 
of others. 

5 

Care should be taken to avoid impairing in any 
way the confidence of the patient in his attending 
physicians, 

6 


: 

The distinction between legitimate medicine and 
quackery should be clearly maintained. Physicians 
should not advertise their methods of practice no: 
have an interest, commercial or otherwise, in secret 
remedies. 


The “concrete instances” against which complaint 
was made, and upon the ethics of which we were 
asked to pass, were sent us through the regular 
channels, that is, through the secretary, or through 
the president. Naturally, we must present them 
anonymously. The first one was from Boston and 
appeared many times in the public newspapers anil 
in some other places: 


“Eye, Ear, Nose, Throat Specialist. 
Office examination, $3. 
Glasses prescribed. 
— , M.D. 
Member of American Medical Association, Massa 
chusetts Medical Society, American College of Sur 
geons, etc. 





— Commonwealth Avenue 
Near Station, 
Hours, 2 to 4 Daily. 
Monday, Wednesday, Friday, 7 to 8 P. M. 
Appointment by phone—Kenmore —— 





This member, for such he still is, seeks to take 
advantage by publicity, for which he pays, of his 
equally well-fitted confréres, there being no available 
evidence that he is naturally more skilful than the 
average; that he has devoted more time to prepara- 
tion for the service of his patients; that his real 
work transcends in quality that of his fellows; his 
affiliations, also, with learned medical societies are 
not superior to those of other specialists. He belongs. 
not to a line of business or commercial men, but 
‘to a learned profession, who from time immemorial 
have not set forth their qualifications in the public 
press. Before he became a member of this Society 
he must have known its rules and limitations, and 
he could not get in without assenting to its code of 
ethics. But notwithstanding all these obligations he 
now seeks to use the methods of competition of the 
commercial or business man, which we consider 
diminishing our usefulness and lowering the dignity 
and standing of the profession. Instead of his first 
duty being to his patients, he seeks first to increase 
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his practice among others than his own patients by 
advertising his qualifications where his equally well- 
fitted confréres do not do so. In his professional 
relations, instéad of being governed by strict rules 
of honor and courtesy, he ignores his obligations to 
his fellows, and seeks to divert to himself the patients 
or practice of others by offering his services at a 
lower fee than is customary; all this, among one’s 
fellows, does not tend to secure mutual confidence 
and good will. It is our opinion, therefore, that on 
several counts this Fellow’s conduct was unethical. 

The second example sent us by the Secretary was 
from a Fellow in Cambridge, who, giving his name 
and his class in Harvard University, announces to 
men in the university that he is to remove his office 
to a nearby locality. This is in the form of an adver- 
tisement in the Harvard Crimson, the size of the 
announcement being 7144 x 9% in., a page of the Crim- 
son itself being only 12 x 17% in. Giving his class 
year, he seeks in a business way to establish his 
prestige, and the announcement being to “men in 
the university” he possibly wishes to divert to him- 
self indirectly the patients and practice of others. 
But a sin against good taste, as is shown by the 
size of the advertisement, “tends to lower the dig- 
nity and standing of the profession.” We should say 
that on at least three counts this Fellow gave the 
code an unwarranted strain. 

A third illustration upon the ethics of which we 
are asked to pass came to us through the Secretary, 
and was sent him by one of our Fellows in a city 
on the Connecticut River. It seems that a certain 
private school has established a Day Nursery Clinic 
in which young children of pre-school age are treated 
by one of the local physicians, and in addition there 
is a monthly clinic presided over by a specialist from 
Boston and devoted to the care of children ill with 
spinal and other nervous diseases. The Boston sur- 
geon comes to this mid-state city once a month, or 
possibly oftener, and after every visit of his there is 
in the local daily city newspaper a laudatory account 
of the progress of the clinics and in addition the 
names of the two physicians, paying much attention 
to the Boston specialist, giving his residence, the 
medical school in which he is an instructor, and a 
Boston hospital in which he is an orthopedic sur- 
geon. This is presumably a reporter’s account, but 
we all know those particluars do not get-a presenta- 
tion if “Barkis isn’t willin’.’” We are reminded of 
Goethe’s version: 

“Who builds a church to God and not to Fame 

Will never mark the marble with his name.” 


Some of the other practitioners in that city, who, 
very likely, are interested in the patients, were not 
sufficiently pleased with the conduct to react with 
“mutual confidence and good will.” 

Henry Holt, in his “Garrulities of an Octogenarian 
Editor,” recently published, says: “The best solvent 
for questions of duty that I have been able to find 
is to consider what would be the result of a given 
policy if it were followed by everybody under similar 
circumstances.” 

Such exploitation as is here shown savors too 
strongly of the competitions of business, and, there- 
fore, is unethical. 

In all three of the examples of advertising that we 
have been asked to consider, the chief objection has 
been that the advertising was used for selfish pur- 
poses, that is, to exploit one’s self, to enter the field 
of business competition, an arena not open to those 
who agree to consider the patient’s interests first. 
When we can use advertising altruistically, without 
a taint, either of degrading the patient’s interests, 
or of damaging our confréres’ rights, directly or 
inilirectly, then, say we, may we advertise. 

Wm. B. JACKSON, 
JOHN DUvFF, 
JoHN H. LAMBERT, 





Committee. 
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Five Brain Tumors 


REPORTED BY WM. B. TERHUNE, M. D. 
[Lecturer in Psychiatry—Yale Medical School] 


AND 


AUSTEN F. RIGGS, M. D. 


[Clinical Professor of Neurology — Columbia University] 
Stockbridge, Mass. 


Tue Austen Riggs Foundation conducts a 
free psychiatric clinic in a town* of forty-five 
thousand population principally for the pur- 
pose of diagnosing and treating psychoneurotic 
disturbances. In the year 1923 one hundred 
and one new patients applied for treatment and 
of these five were found to be suffering from 
brain tumor, an unusually large percentage of 
such eases for even a general neuropsychiatric 
clinic. Four of these patients had been pre. 
viously considered as psychoneurotics and there 
was no suspicion of brain tumor until after a 
careful history had been taken and a complete 
neurological examination made in the clinic, 
since all four of them complained principally of 
‘‘nervousness’’ and showed a very evident dis- 
turbance of emotional equilibrium. The dis- 
covery of this number of brain tumors in a small 
provincial psychiatrie clinie points to the im- 
portance of a careful and time-consuming exami- 
nation of all so called nervous patients and if 
there should be found any suggestion of organ- 
ie difficulty examinations must be repeated at 
frequent intervals which, if carefully performed, 
ean he so skillfully done as not to suggest addi- 
tional symptoms to even the most sensitive 
psychoneurotie. 

These five cases are reported for the follow- 
ing reasons: first to indicate the frequency of 
‘‘nervousness’’ in brain tumors, secondly to 
note the importance of drowsiness as indicating 
organie disease of the nervous system, thirdly to 
mention the need of repeated examinations of 
the fundi in all suspected eases and fourthly to 
stress the importance of treating the post-opera- 
tive psychoneuroses which so often follow major 
operations and are so generally neglected. 

Record No. 254. A married woman 34 years 
old who had been reared by neurotic par- 
ents and had for many years been very 
sensitive, excitable and suggestible. Since mar- 
riage she had been considerably upset by finan- 
cial reverses and had been forced to live in an 
environment which required considerable adap- 
tive ability, lacking this she had lost interest in 
her work and faith in herself. 

Her complaint on entering the clinic was that 
she fatigued rather easily, after any emotional 
episode such as spanking the children she felt 
weak in the knees, suffered from occasional 
headaches at her menstrual periods and per- 
spired excessively—a rather typical psycho- 





*At the House of Mercy Hospital, Pittsfield, Massachusetts. 





neurotic history and background. The neurologi- 
eal examination failed to reveal anything except 
a questionable congestion of the right fundus 
as compared to the left. The patient was re- 
ferred to an ophthalmologist who reported that 
both fundi were negative. The patient was 
seen off and on for the next two months and her 
fundi were carefully examined each time with 
negative findings. She was not seen for a 
month and at the end of that time when she 


‘reported it was found that her headaches had 


increased in intensity and frequency. She had 
a papillo-dema of both eyes most marked on the 
right, right trigeminal anaesthesia, involvement 
of right sympathetic as evidenced by a decrease 
in the size of the right palpebral fissure and 
pupil as compared to the left, a weakness of the 
left side of the face not involving the frontalis 
muscle and was unable to differentiate taste so- 
lutions. All other neurological findings were 
negative. The diagnosis was made of brain 
tumor on the right side, probably subtemporal 
in location. The patient was referred to Dr. 
Harvey Cushing who operated and reported 
‘‘low lying meningeoma’”’ of the temporal lobe 
which was not removed. The cranial vault was 
closed by a muscle transplant. 


The patient was seen six months after opera- 
tion at the clinie at which time it was found that 
she had a large pulsating mass protruding 
through the skull in the right temporal region. 
She stated that this mass had been increasing in 
size at a very rapid rate recently, that she had 
experienced severe headaches, drowsiness, 
periods of weakness and vomiting. The head- 
aches and vomiting had recently been helped by 
X-ray. When re-examined she was found to 
have a right homonymous hemianopsia, right 
pupil smaller than left, left lower facial par- 
esis and was deaf in the right ear. 

A review of this history shows that the one 
suspicious finding when the patient came to the 
clinie was a slight difference in the color of the 
right and left optic nerves and that for two 
months subsequent to the first examination such 
a change was not again found. This and sim- 
ilar experience has led us to the realization that 
the appearance of the fundi in such cases may 
change very rapidly and that therefore if a sus- 
picious fundus is ever seen it should be very 
carefully followed up at no less than weekly 
intervals and that careful neurological exam- 
ination should be made at the same time. Even 
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the general practitioner of today is familiar 
with the symptoms of brain tumor but having 
once ruled it out at the time of the primary ex- 
amination he is apt to consider the matter set- 
tled and this may to a certain extent account 
for so many brain tumors being missed by well- 
trained men. In any case where there is sus- 
picion of brain tumor the patient should be in- 
structed to report promptly to the physician 
should he have a headache, since obviously if 
the pain is due to intra-cranial pressure there 
is more chance of discovering changes in the 
fundi at that time. 

Record No. 296. A woman aged 58, intelli- 
gent, cultured, and most conscientious. For 
many years she has taken care of her invalid 
mother who is quite psychoneurotic. She worked 
hard all day in an office and in the evening 
nursed her mother and invalid niece as well as 
supervised the housekeeping. For the past five 
years she has been very nervous and felt that 
she was beginning to break under the dead level 
of intensity of effort and overmobilization cf 
energy. 

She came to the clinic to have her ‘‘nerves 
patched up’’ since they were all ‘‘broken 
down.’’ She spoke rather disparagingly of a 
few physical symptoms but careful questioning 
elicited the fact that about two and one half 
years ago she noticed that she was slightly deaf 
in the right ear but the aurist assured her that 
nothing was wrong. At infrequent intervals 
recently she had noticed a little numbness in the 
right side of her face and about one year ago 
she began to be rather unusually drowsy. Four 
months prior to coming into the clinie she no- 
ticed that her right hand was awkward, which 
interfered slightly with her occupation as a 
bookkeeper. She thought that she was a little 
awkward in using her right leg at times al- 
though she continued to walk four miles a day. 
At times she was a little dizzy, especially if she 
were ‘‘bilious.’’ The neurological examination 
showed that she had a positive Rhomberg with 
a constant tendency to fall to the right; under 
emotional stress she would show agitophasia ac- 
companied by slurring speech; eye grounds neg- 
ative; right trigeminal hypaesthesia; paresis of 
facial muscles on right side involving the 
frontalis ; involvement of the sympathetic to the 
right eye; complete deafness in the right ear; 
unable to recognize taste solutions; ataxia right 
upper extremity ; left epigastric less active than 
right; right knee jerk more active than left; 
_Wassermann negative. All other neurological 
findings were negative. 

The diagnosis was clearly a tumor of the cere- 
bello-pontine angle, probably of the right acous- 
tic nerve. The operation was performed by Dr. 
Harvey Cushing who removed a large acoustic 
tumor. 

The patient made a splendid recovery from 
her operation but reported back to the clinic 
very much of an invalid. Many of her physicai 
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symptoms had cleared up, true she was deaf in 
her right ear, was quite unsteady on her feet, 
showed a right trigeminal anaesthesia, was un- 
able to use her right hand to write and had a 
slight speech disturbance but this was more of 
an agitophasia than it had been previously and 
there was practically no slurring of syllables. 
Emotionally she was tremendously depressed, 
life was not worth living and she thought of 
herself only in terms of abnormality. The sur- 
gical opinion was that she was fortunate to be 
alive and that one should not strain after such 
trifles as correcting the above mentioned symp- 
toms which would probably clear up to a cer- 
tain extent as time passed. But to us it seemed 
that the most important part of the treatment 
remained to be done, true her life had been 
saved but the value of the’ procedure seemed 
doubtful if her spirit which had been lost in 
the process were not restored. This probably 
seemed all the more necessary to us in view of 
the fact that we knew of a similarly depressed 
patient, whose psychoneurosis had followed the 
successful extirpation of a brain tumor, and 
who had committed suicide as the result of her 
depression. The clinic staff was successful in 
mopping up with her psychoneurosis both by 
encouraging her through muscle training and 
by re-educating her to where she thinks of her- 
self in terms of opportunities and possibilities. 
She is now putting in a half day at her old 
work with the possibility of going back on a 
full-time basis in the spring. She is not only 
well physically but has a healthy mental atti- 
tude. 

Record No. 311. A girl twelve years of age 
was struck on the occiput four months prior to 
consulting us; since the accident she had rather 
constant pain in the back of her head and 
complained of dizziness infrequently. Three- 
months later her teacher noticed that her left 
eyelid drooped at times and that on such occa- 
sions she might be cross-eyed. During the follow- 
ing month she was irritable and stupid. Dur- 
ing the next two weeks she complained of 
severe pain in the left side of her head and vom- 
ited nearly every day. She had also complainect 
to her mother of peculiar sensations in her face, 
‘‘like pins and needles,’’ her mother did not 
&now just what part of her face bothered her 


most. The next twenty-four hours she was 
more or less comatose, she had ‘‘sinking 


spells’’ lasting five minutes at which time her 
body would become tense, on coming out of 
these she would go back to sleep. A lumbar 
puncture performed by the attending physician 
was reported negative. 

The child was comatose when examined at 
which time it was found that she had a bilateral 
papillo-dema, ptosis of the left eyelid and left 
external strabismus. Her deep reflexes were al! 
exaggerated but equal on the two sides and no 
pathological reflexes were elicited. No other 
neurological findings were noted. The tumor 
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was not localized but the patient was sent im- 
mediately to Dr. Cushing and the operation was 
performed by Dr. Gilbert Horrax who explored 
the cerebellar region and reported that the left 
lobe of the cerebellum was larger than the right 
and probably contained a deep lying tumor. 


The patient was followed up after her return 
home. She became steadily worse, was abso- 
lutely helpless, and although radium was used 
on the tumor at the hospital she died after de- 
veloping a pharyngeal paralysis. No autopsy 
was obtained. 

It is interesting to note that this child’s dif- 
ficulty dated from the blow on her occiput and 
one is tempted to wonder if it played a part in 
her illness, probably at the most it merely ac- 
tivated a condition which was dormant. 


- Record No. 342. A married woman of 49 
stated that she had not been well since a hyster- 
ectomy for carcinoma twelve years ago. That 
since that time she had been worried about her 
health and that for a long time she had noticed 
that she had a weak back. Five months ago she 
began to have a pain in her spine, and staggered 
when walking. She complained of rather severe 
headaches at times and sometimes vomited a lot 
of bile. The examination revealed that she had 
a positive Rhomberg, bilateral papillo-dema. 
ataxia of both upper extremities and that her 
deep reflexes were very active although equal on 
both sides; there was also a slight slurring of 
her speech. All other findings were noted as 
negative, serum Wasserman being negative. 


Dr. Cushing and Dr. Horrax operated and 
found evidence of a deep lying cerebellar 
growth but the tumor itself was not discovered. 
The patient died a short time later. 


Record No. 372. A Polish boy of eleven years 
of age, who although born in the United States, 
had lived in Poland from the time he was four 
years old until two weeks prior to the time he 
eame to the clinic. While in Poland his mother 
had died and his father being in the United 
States his grandmother had undertaken to rear 
him discharging her duties by loaning him to a 
farmer who persistently mistreated him. His 
father finally secured sufficient money to bring 
him to this country and on arrival here discov- 
ered that his son was totally blind in both eyes. 
The father knew nothing about the boy’s life in 
the old country and being rather stupid was not 
of much assistance as an interpreter, the boy 
was also too ill to think quite consecutively. 
However we did learn that several months be- 
fore he left Poland he began to have difficulty 
seeing with the right eye, this progressed stead- 
ily and soon he could not see clearly with the 
left eye. While in Poland he experienced se- 
vere headaches and on a few occasions vomited, 
so far as we could discover there had been no 
strabismus. In addition to being blind he was 
very drowsy and sometimes had a slight head- 
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ache, he was rather unsteady on his feet and 
felt slightly dizzy. The neurological examina- 
tion revealed a ptosis of right eyelid, slight 
paresis of both internal recti, tongue was pro- 
truded slightly to the left, left lower facial 
paresis, primary atrophy of both optic nerves 
without any evidence of vascular congestion of 
fundi. A tentative diagnosis was made of brain 
tumor and the father was urged to take the lad. 
to a competent brain surgeon, the father refus- 
ing to do this arrangements were made for the 
boy to enter a local hospital for study but the 
family failed to bring him as arranged. Three 
days after he was seen at the clinic we arranged 
for Dr. Frederick Tilney who happened to be 
in town to see him. Dr. Tilney’s findings coin- 
cided with ours and he thought that in all prob- 
ability the diagnosis was brain tumor and sug- 
gested further study. Twenty-four hours later 
the child became comatose and remained so for 
a few hours, during which his temperature was. 
101° by rectum. On coming out of the coma 
he complained of a severe headache. He was 
taken to the hospital where a spinal puncture 
was performed with negative findings. A short 
time after the spinal puncture his temperature 
began rising rapidly, the right pupil became di- 
lated, he developed opisthotonos, had a WBC of 
17,000 and just prior to his death, nine hours 
after the spinal puncture, he had Cheyne-Stokes. 
respiration and a temperature of 110° by 
rectum. 


On autopsy it was found that he had a sub- 
frontal tumor involving the inferior surface of 
both frontal lobes, pyramidal in shape, roughly 
four centimeters wide and seven centimeters. 
long, the optic nerves and chiasm being lost in 
the center of the tumor. The pathologist re- 
ported that the tumor was a glioma and that ut 
contained a large, recent hemorrhage. 


On consulting the literature we find that 
Dandy reported two almost identical cases, both 
occurring in children, in the American Journal 
of Ophthalmology for March 1922. He spoke 
of them as perichiasmal tumors and in both of 
his cases the tumor was found to be ‘‘a typica! 
dural epithelioma.’’ 


The five patients reported were seen by vari- 
ous members of the medical staff of the Austen 
Riggs Foundation and we wish to acknowledge 
our indebtedness to them for the use of their 
records. We are also greatly indebted to Dr. 
Harvey Cushing and his associates for their 
kindness in caring for all of the patients re- 
referred to them from our clime. 


In conclusion it seems to us that the detection. 
of five brain tumors in a _ neuro-psychiatric 
clinic emphasizes the necessity that all psychia- 
trists be well grounded in neurology and indi- 
eates that clinical psychologists without medical 
training should not practice except in co-opera- 
tion with neuro-psychiatrists. 
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The Effect of Radium on Glaucoma 


BY J. J. CORBETT, M. D. 


Opthalmic Surgeon, Boston City Hospital 


Paper No. 2 


To say the least, the use of Radium is ex- 
tremely fascinating. In most cases, the results 
come slowly, but occasionally the unexpected 
happens. Then one feels fully compensated for 
the effort and time put into the work. 

The writer wishes to call attention to what he 
considers a spectacular result of Radium treat- 
ment in one of the most serious of pathological 
eye conditions, namely, Glaucoma. Three cases 
will be described. 

1. Patient, A. C., male, 62 years old, consult- 
ed me on April 27, 1923. The patient stated 
that the vision had been failing in the right eye 
for over a year. He had been under treatment 
with other oculists and, on April 25th, the eye 
became suddenly blind. The eye felt sore but 
the pain was not severe. 

Examination showed the right eye to be 
markedly injected, the cornea hazy in the lower 
half, the pupil dilated, the anterior chamber 
shallow. The tension was about +3. A view 
of the disc was impossible on account of the 
hazy cornea. There was no light perception. 
Patient also stated that he had refused opera- 
tion recommended by one of the oculists pre- 
viously seen. His attitude was rather extreme 
since he said he preferred to be blind to having 
an operation on his eye. 

This course of reasoning followed: This man’s 
right eye is totally blind. He has nothing to 
lose since he refuses the most probable method 
of recovering sight. Why not try Radium? No 
harm can be done by the cautious use of 
Radium. If there is any recovery of vision, the 
patient will have gained, and a new agent will 
be available for the treatment of Glaucoma. 
The Radium was applied to the right eye for 
one hour. Not having absolute confidence in 
Radium, the patient was given Eserin and Dio- 
nin for local use. He was advised to limit his 
liquids, use hot applications and take frequent 
large doses of Epsom Salts. 

The patient returned on April 30 and the 
vision of the right eye was 20/50 normal; ten- 
sion +2. Radium was applied for one hour 
and the patient was advised to continue the 
treatment outlined above. 

- The patient returned on May 5th and the 
vision of the right eye was 20/30 normal; ten- 
sion +2. Treatment continued. Radium ap- 
plied. 
' The vision of the patient on June 8 was 20/50 
normal, improved to 20/30+-2 with a correcting 
lens, (+.50 Sph. +.50 Cyl. Axis 90). 

Aug. 28, V. O. D. 20/50-1, Radium applied. 

Oct. 9, V. O. D. 20/50+-2, Radium applied. 

Dec. 11, V. O. D. 20/100, improved to 20/50 








with a correcting lens (+.50 Sph. +.50 Cyl. 
Axis 90). Radium applied. 

Jan. 25, V. O. D. 20/70. On this date, ten- 
sion was taken by McLean Tonometer and reg- 
istered 40. The patient at all times has kept up 
the local eye treatment, and it will be noted 
from the above records of vision that as the 
interval increased between the dates of appli- 
cation of Radium, that there was a tendency of 
his vision to diminish. This would tend to em- 
phasize the importance of Radium in the treat- 
ment of this case. 

2. J. W., male, 46 years, appeared at the Eye, 
Out-Patient Department of the Boston City 
Hospital on Monday, June 4. The patient stated 
that after boarding the New York train on Sa- 
urday night, June 2, he felt a pain in the right 
eye and the vision began to disappear. When 
he reached Boston on the next morning, he had 
to be taken in a taxi to the home of friends be. 
cause of loss of vision. 

Examination showed the patient’s right eye 
to be markedly injected, the anterior chamber 
shallow, the pupil dilated, and the tension in- 
creased to about +3. The cornea was hazy. It 
was impossible to see the optic disc. The patient 
could count fingers at one foot. Radium was 
applied to the right eye for one-half hour and 
no other treatment was prescribed. 

The patient returned on June 6th and the 
vision was 5/200. Radium was again applied, 
at this time for one hour. 

On June 7th, haziness of the cornea clearing, 
eye getting softer, tension about +2, pupil still 
dilated, eye still red, vision 20/70 normal. Pa- 
tient was anxious to return to New York and iu 
order to speed his recovery, Dionin and Eseriu 
were prescribed with hot applications. 

June 9th, the vision was 20/70 normal, ten- 
sion about +2, pupil still dilated, eye still red. 
50 milligrams of Radium applied for one hour. 

June 11th, cornea clear, dise showed cupping, 
tension +1, pupil still dilated, injection of 
globe subsiding, vision of the right eye 20/50 
normal, improved with a correcting lens, (—.50 
Cyl. Axis 180) to 20/30 normal. The patient: 
left the office in a happy state of mind and nat- 
urally very much pleased with the recovery of 
his vision. 

He returned the next day stating that the 
pain had returned on the previous night. After 
some interrogation, it was learned that the pa- 
tient had taken an automobile ride after leaving 
the office on the day before. Vision of the right 
reduced to 10/200, eye markedly injected. 

The sudden disappearance of the vision after 
the automobile ride has become more significant 
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since emphasized by an experience with the con. 
dition described in ease three. It is probable 
that the exposure of the eye during the ride per- 
cipitated another attack of his Glaucoma. 

The patient received a telegram from his wife 
to return to New York immediately. He was 
advised to consult an oculist at once. Several 
_ attempts were made to trace the patient through 
relatives in Boston. Finally it was learned that 
the patient had been operated on by a New York 
surgeon and operation was followed by intra- 
ocular hemorrhage. Judging from the deserip- 
tion received over the telephone, the patient 
probably has light perception only. 


3. <A. C., male, 59 years old. 


History: Pain in left eye four years ago with 
failing vision. Consulted a reputable oculist in 
Boston several months after the onset. Opera- 
tion was advised and refused. After the consui- 
tation, the patient noticed a halo of colors sur- 
rounding the lights and continued to lose his 
vision, until, finally, the left eye became totally 
blind. 

Two years ago, noticed circles in front of the 
right eye. Eye got red and the pain was more 
severe. Started treatment under Christian Sci- 
entist as soon as the right eye began to bother. 

The vision in the right eye had been gradual- 
ly failing until Dee. 23, at which time the pa- 
tient had a severe attack of pain and a sudden 
loss of vision. On Christmas day, the patient 
stated he could not see the food on his plate. 

The patient came to the Boston City Hospital 
on Jan. 4th, 1924, led by his wife because of his 
inability to see. Examination revealed the fol- 
lowing: Right eye hard and red, cornea hazy, 
pupil dilated, anterior chamber shallow, view 
of the fundus impossible on account of hazy cor- 
nea. Tension by McLean Tonometer, 100. Light 
perception. Left eye hard and red, cornea so 
hazy that it appeared infiltrated, pupil dilated, 
anterior chamber shallow, view of the fundus 
impossible, no light perception, tension by Me- 
Lean Tonometer, 100. 

In the two eases previously described, at some 
time in the course of the treatment, myotics 
were used, so that they could not be considered 
purely cases of unmixed Radium treatment. 

The treatment of this case was started with 
Radium alone. 50 milligrams of Radium were 
applied for one hour to the right eye, and 100 
milligrams of Radium for one hour to the left 
eye. 

The Interne was advised to take tension at in- 
tervals of two hours on the day of the applica- 
tion of Radium and until three records had been 
made. There was no variation in the tension 
of either eye. 

On the next day, the patient returned to have 
his tension taken. The right eye showed a ten- 
sion of 80 and the left eye a tension of 74. The 
tension was taken again two days later and 
found to be 65 in the right eye and 70 in the 





left eye. On this date, Radium was again ap- 
plied to both eyes. 

On January 7th, the cornea of the right eye 
was clear, the cornea of the left eye showed in- 
filtration. Vision of the right eye, fingers at 
one foot. Radium was again applied for one 
hour. 

On Jan. 11th, the vision of the right eye was 
20/60, improved with a correcting lens, (-+-.50 
Cyl. Axis 180) to 20/40+3. It was now pos- 
sible to see a thin linear sear extending from 7 
o’clock to the center of the cornea. There was 
also a slight thickening of the anterior capsule 
of the lens and a more dense area near the lower 
margin of the lens. Up to this date, nothing 
had been used in the right eye locally, nor was 
there any general treatment for the patient’s 
condition. 

He was treated with Radium and Radium 
alone. His vision had been improved in one 
week from light perception to 20/60 normal, 
and, with a correcting lens, to 20/40 normal. 

On Jan. 14th, which was a very cold day, the 
patient walked a distance of two or three miles 
to the hospital. There was marked epiphora 
but no pain. The vision was reduced to 20/100 
normal. Radium was again applied. 

When the patient returned to the hospital 
again, Jan. 18th, the vision was still 20/100, ten- 
sion of the right eye 75, the left eye 80. 

On Jan. 28th, the vision of the right eye was 
10/200 normal and the tension 90. The patient 
was admitted to the hospital and myoties 
started. He has been kept under observation 
and his vision brought back to 20/100 normal 
in the right eye and the tension to 85. 

It has been observed since he has been in the 
hospital that a dose of 100 milligram hours gives 
relief for about five days when there is a return 
of pain, a decrease in vision, and an increase in 
tension. 

The above cases were reported at the meeting 
of the New England Ophthalmological Society 
on Tuesday evening, Feb. 19, 1924. Cases one 
and three were shown and case two simply re- 
ported. These cases were shown with tle idea 
of demonstrating that Radium is an agent which 
ean be used to reduce intra-ocular tension. 

_ It should not be inferred that Radium is con- 
sidered a panacea in the treatment of Glaucoma, 
that it is the sole agent to be used in the treat- 
ment of Glaucoma, or that it is to be used as a 
substitute for myoties or operation. These cases 
show very definitely that Radium will reduce 
the intra-ocular tension in Glaucoma, and in- 
cidentally may improve the vision. 

After a thorough search of the literature, it 
was found that the only instance in which Ra- 
dium was used in the treatment of Glaucoma 
was reported by Wickham and DeGrais in their 
book on ‘‘Radium Therapy.’’* 

In the latter part of December, 1906, a pa- 


*From “Radium Therapy” by Wickham and DeG 
& Wagnalls), part iii, chapter ix, pp. 277.278. ° (Funk 
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tient suffering from Glaucoma, at the hospital 
of St. Jean De Dieu at St. Barthelemy, near 
Marseilles, was sent to Wickham and DeGrais in 
Paris for Radium Therapy relative to Glaucoma. 
The description of the case follows: 

“We have ourselves tried it in a case of Glaucoma, 
which we quote here, not because of the result ob- 
tained, which was in no way remarkable, but be- 
cause of the technique. . The patient was 
completely blind in the left eye, and partially blind 
in the right eye. The eye on this side could dis- 
tinguish some _ shadows. The diagnosis of the 
ophthalmologist at the institution was ‘inoperable 
glaucoma,’ of several years standing.” 


Notice how in detail, the description of this 
ease corresponds to the condition of the case 
described in ease three. 


Quoting further: 


“The treatment, commenced on January 28rd, 
1907, was repeated every day until February 5th, in- 
clusive. . . . The patient returned to Marseilles 
on February 12th. During the course of treatment 
he seemed to see unaccustomed lights, and felt much 
encouraged. On March 26th M. deM—wrote to us 
that there seemed to be improvement; but since 
then the patient’s condition has become the same 
as before treatment. We give this instance only be- 
cause it marks our first attempt at filtering Radium 
rays through a lead sheet.” 


It will be seen that the authors described the 
above case primarily to demonstrate the teck- 
nique which would enable them to use Radium 
in deep therapy, and which, in so far as they 
knew, had never before been used. Their report 
on the case mentioned in no way, nor, even sug- 
gested that Radium produced a reduction in the 
intra-ocular tension; nor did it make, in any 
way, any definite record of improvement in 
vision. 

The amount of Radium element used was 26.8 
milligrams, and the time of application twenty 
minutes daily for fourteen consecutive days. 
Their method of application was such as to have 
the benefit of cross-firing. 


This dosage is comparatively small both from 
the point of view of the individual dose and the 
aggregate. Each separate dose was .5% muilli- 
gram hour and the total dosage fur the entire 
treatment was 12.46 milligram hours. Probably 
this is wherein the treatment failed. 


-If the optic nerve had gone on to atrophy, Ra- 
dium or any other element could not be expected 
to restore its function. When eyes have been 
Glaucomatous for over one or two years, totally 
or almost totally blind for a period varying 
from two to fifteen days, and the vision can be 
brought back, even temporarily, who knows 
when the optic nerve begins to atrophy and to 
what degree it is atrophied in these cases of 
Glaucoma? 


In so far as can be determined by a study of 
the literature to date, the cases of Glaucoma 
above described by the writer, afford the only 
anstanees and the first records of a reduction of 
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intra-ocular pressure with an improvement of 
vision by the use of Radium. 

When an agent of this kind can bring the 
vision of an eye from total blindness to 20/70 
normal in four days as in case one; and when 
the vision of an eye can be improved from what 
is practically total blindness to 20/60 normal in 
seven days by Radium alone, then this agent is 
certainly a factor to be reckoned with and giv- 
en due considera‘ion in the treatment of Glau. 
coma. 

In ease one, the patient had been under the 
eare of trained men who undoubtedly gave all 
the help possible by the use of Myoties. It is 
reasonable to assume that the Eserin and Dionin 
prescribed on the day that the Radium was ap- 
plied, added nothing to the -drug action which 
had previously been prescribed by the other 
men. It points very forcibly to the fact that 
the snap-back in the patient’s vision must have 
been due to something which had not previous- 
ly been received in the way of treatment. 

There is no desire on the part of the writer 
to convey the idea that Radium is the last and 
only word in the treatment of a Glaucoma, but 
it must be admitted that it has the power to pro- 
duce this all important effect, namely, uc low- 
ering of intra-ocular tension. There is still 
much to be learned as to how Radium acts, how 
extensive and permanent its results. 

Another very important phase of the subject 
to be worked out is dosage. It is very necessary 
to determine whether the best results will be 
obtained by large doses given at longer inter- 
vals, or small doses given at frequent intervals. 
The impression from observations thus far leads 
the writer to believe that there is more good to 
be obtained from one large dose than from sev- 
eral small doses. In treating this condition, the 
Alpha and Beta rays should be screened with 
brass and hard rubber, and the Radium placed 
2 cm. from the eye, this screening making avail- 
able the Gamma rays without any danger of 
burning. 

It is not unreasonable to assume that Radium 
will become a valuable pre-operative adjunct to 
the treatment used by the Ophthalmie Surgeon 
when he desires to lower the intra-ocular tension 
in cases of Glaucoma, previous to operation. 
Instead of resorting to paracentesis of the 
cornea or sclerotomy, he may, by the use of 
Radium, be able to lower the tension sufficiently 
to render his operative procedure safe. 


CONCLUSIONS 


That in some cases of Glaucoma, Radium def- 
initely lowers the intra-ocular tension, and this 
lowering of intra-ocular tension is sometimes ac- 
companied by an improvement in vision. 

That the action of Radium on intra-ocular 
tension in Glaucoma, suggests a field for worth- 
while investigation. 
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MEDICAL PROGRESS 


Review of the Progress of Neurology 


BY ABRAHAM MYERSON, BOSTON 


Ir is a necessary though somewhat formidable 
undertaking to present to the general medical 
public, some idea of the present conception of 
Motion held by the neuro-physiology of today. 
There has been an evolution and progress in the 
understanding of this subject which is probably 
greater than that of any other in neurology. 

Up to a very short time ago, the teaching of 
the medical schools on motion was something as 
follows:—There are two neuronic systems hav- 
ing to do with motion. The first neurone is 
called the lower motor neurone and consists of 
the anterior horn cells and their processes. It 
was taught and still is true that the axone of the 
anterior horn eell, reaching out to the voluntary 
muscle itself, governed all the motions of that 
muscle and also was responsible for its nutri- 
tion and its electrical reactions. Therefore, if 
there is a disease of this lower motor neurone 
(whether at the anterior horn cell, as in anterior 
poliomyelitis, or in the fibres reaching to the 
muscle, as in the various forms of nerve injury 
and neuritis), a certain type of paralysis takes 
place with loss of motion, loss of reflexes, atro- 
phy, and the reaction of degeneration. This 
lower motor neurone (which in addition to its 
representation in the cord as the anterior horn 
cell, is also represented by the cells of the motor 
eranial nerves) receives its impetus for action 
from stimuli which reach it by way of the sen- 
sory nerves in the so-called reflex are, and by 
fibres coming from above in the pyramidal tract. 
This phase of the teaching has not been greatly 
altered. 


The second system of fibres concerned with 
motion is called the upper motor neurone sys- 
tem, or the cortical motor neurone. The cells 
of origin of this system are in the motor cortex 
just anterior to the Fissure of Rolando, and the 
cell itself is of the type known as the Betz cell. 
The fibres of these Betz cells pass down from the 
cortex through the corona radiata and then be- 
come collected into a small bundle of fibres 
called the pyramidal tract, which occupies a cen- 
tral position in the internal capsule, and then 
passes through the various parts of inter-brain, 
mid-brain, and pons, to the lower level of the 
medulla where most of the fibres decussate to 
the opposite side and pass in the lateral part of 
the cord as the crossed pyramidal tract, and are 
distributed all the way down the cord to the an- 
terior horns where they come in contact with 
the dendrites of the lower motor neurone, above 
diseussed. Those fibres which do not ernss over 
in the medulla as the crossed pyramidal tract go 
straight down in the cord in the anterior portion 
of the white matter as the direct pyramidal 





tract, crossing over to the opposite side in small 
groups and thus ending in the same way as the 
crossed pyramidal tract fibres, that is, in con- 
tact with the anterior horn cells of the opposite 
side of the body. This pyramidal motor system 
has for its function the initiation of voluntary 
movement and the government of the reflexes 
and tonus. So that under disease conditions, 
whether by injury, new growth, hemorrhage, or 
infection, the result is a paralysis of voluntary 
movement with an increase of reflexes and an in- 
crease in tonus; the whole picture being sum- 
marized by the phrase ‘‘spastie paralysis.’’ This 
is a classical picture found in the hemiplegia 
following hemorrhage or thrombosis in the in- 
ternal capsule, and in a wide variety of condi- 
tions of brain and cord disease. 


This relatively simple conception of motion 
gradually underwent changes. I do not intend 
to enumerate the workers whose researches, 
while not at all destroying this conception of 
motion, have added important components to it. 
Especially prominent in the alteration of our 
conception of motion have been those workers 
who have done research work on the cerebellum 
and those who have concentrated on the extra- 
pyramidal factors in producing muscle action. 
It is now realized that there are great systems 
of cells and fibres which have to do with the mo- 
tion of the body and which are of especial im- 
portance in understanding such diseases as par- 
alysis agitans, and the paralysis agitans’ like 
conditions following encephalitis lethargica, as 
well as the understanding of such diseases as are 
grouped under the name of epilepsy. 


It is evident now that there are groups of cells 
and fibres which are found in the basal ganglia, 
especially in relation to the globus pallidus, the 
lenticular nucleus, and probably also to an ad- 
jacent group of cells, the substantia nigra, 
which some workers have lumped together un- 
der the name of the paleo-kinetic system in con- 
tra distinction to the pyramidal path-way dis- 
cussed above, which is known as the neo-kinetic 
system. The term paleo-kinetic and neo-kinetic 
refer to the time in evolution in which these 
systems appear, since it has been demonstrated 
that the paleo-kinetic system is older than the 
neo-kinetic, is more automatic in its functioning 
and less related to volition. When disease of 
this paleo-kinetie system takes place, we have 
the phenomena found in paralysis agitans, Wil- 
son’s disease, and the so-called lenticular syn- 
drome following encephalitis lethargica, viz., 
stiffness and tremor of a peculiar kind, which, 
while not in any sense a paralysis, gradually 
lead to the impairment of motion which is so 
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characteristic of these diseases. There is an in- 
terference with tonus, an interference. with as- 
sociated and automatic movements, so that walk. 
ing, standing, turning, rising, as well as a wide 
variety of the finer actions become difficult, and 
in the course of time, impossible. 

A large part of this knowledge has come from 
disease conditions and another portion from ex- 
periments on animals of the so-called ablation 
type, e. g., the cerebrum is removed from the anl 
imal and the result is noted in its actions and 
postures. Sections are made which not only re- 
move the cerebrum but which remove the mid- 
brain or the basal ganglia. Out of these exper- 
iments has come a set of opinions on posture 
which needs some consideration, and which is to 
a large extent, controversial at the present time. 
It is now definitely accepted that there are two 
phases to the motions of the body. One, a kine- 
tic phase, by which the body changes from one 
posture or position to another. This function 
is largely subserved by the neo-kinetice system, 
that is, the upper motor neurone system, and the 
paleo-kinetie system, the path-ways which lead 
from the basal and related ganglia as discussed 
above. The second phase of bodily motion is 
the so-called static phase, or the posture-main- 
taining phase. The body moves from one pos- 
ture to another and these postures are elaborate 
functions of the organism which are maintained 
by elaborate nervous mechanisms. The reader 
will be helped in his understanding of the rela- 
tion of the kinetic and static phases by the state- 
ments of Frederick Tilney.‘‘Our idea of what 
posture is has been explained by the thought 
and researches of the last few years. Posture is 
not merely a requisite in the maintenance of the 
optimum position. Posture must be maintained 
through all motor action, for motion is actually 
a steady stream of fluid postures, just as moving 
pictures are produced by a steady stream of 
serial positions. ... The analysis of each move- 
ment demonstrates that the action begins from 
an initial posture and ends in a terminal posture, 
between these two limits as a complete series of 
intermediate postures. .. Thus, raising the 
arm to point with the finger at some distant ob- 
ject is an act comprising a complete set of pos- 
tures, beginning with an initial stage running 
one into another until the motion is produced, 
and the terminal stage reached. If the muscles 
producing this movement did not codperate prop- 
erly one with another, if the flexor groups were 
not properly adjusted to the extensor groups, 
distortions would occur in the motion, and its 
production would not be the most direct or per- 
fect execution from start to finish.”’ 

The change of position to meet the environ- 
ment and the needs of the organism is carried on 
by the cerebrum with its neo-kinetic system, and 
in less direct ways, by the paleo-kinetie system. 
The nervous organ, which has most to do with 
the maintenance of posture is the cerebellum, 
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acting in cooperation with the red nucleus, the 
dentate nucleus, and the cerebrum, and pouring 
its impulses into the muscles through the lower 
motor neurones. The stimuli which produces 
cerebellar action arise from many sources and 
especially from the internal ear, though un- 
doubtedly all sensory stimuli, including those of 
vision, codperate to the result of the main- 
tenance of posture. 

There has developed in recent years, the con- 
ception that the muscle itself is sub-divided intu 
structures which have for their functions the 
maintenance of posture and the change of posi- 
tion. Thus, Ramsay Hunt states that the discs 
of striated muscle are related to the kinetic phase 
of motion, that is, the change from one posture 
to the other, while the posture itself is carried 
out by the sarcoplasm or the non-differentiated 
muscle-substance. 

This very brief summary of an interesting 
and important neuro-physiological development 
is necessary before the clinician can understand 
such diseases as paralysis agitans, the lenticular 
syndrome following encephalitis lethargica, and 
Wilson’s disease (which, as is well known, is a 
disease of the liver associated with changes in 
the globus pallidus of the brain and having as 
a result, a type of disordered movement very 
closely related to that found in paralysis agi- 
tans). It is also necessary in order to under- 
stand the symptoms found in cerebellar disease 
and the whole wide range of things related to 
disorders of equilibrium. In the late years 
there has been a attempt to understand epilepsy 
on this basis. 

It is relevant to turn to epilepsy. Last year 1 
wrote in this Review that there had been a great 
increase in interest shown in this subject. This 
increase has been maintained unabated, and, in 
fact, has increased with much promise for the 
future understanding and conquest of this dis- 
order, or group of disorders. Many writers, 
from the time of Hughlings Jackson on, have 
sought to explain epilepsy, not as an excitation 
of the cerebrum but as a disappearance of cere- 
bral activity and as a release of other motor 
mechanisms, and especially to compare it with 
what is found in the animal when the cerebrum 
is removed, that is, the so-called decerebrate 
rigidity, which was made prominent with the 
work of Sherrington and the English neuro- 
physiologists. The lost consciousness, the tonic 
and the clonic phases, have been explained by 
the dropping out of function of the cerebrum 
and of the pyramidal motor path-ways, leaving 
the field to the unchecked extra pyramidal path- 
ways, which I have discussed above, and the 
posture-maintaining mechanisms. In health, 


the cerebrum exercises a control over all motion; 


in epilepsy the cerebrum is suddenly shunted 
out of the circuit and catastrophic motions and 
postures occur. This conception of epilepsy has 
governed a good deal of the research work done 
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and the opinion is now quite general that epilep- 
sy is not necessarily a disease of the brain itself, 
but may be a disease which, through the blood 
stream or the endocrines, may interfere from 
time to time with cerebral action. That is to 
say, whether or not there is organic brain 
disease present in epileptic conditions, it is the 
something which shunts off the cerebrum which 
is responsible for the attack. 

What is this something? At the present time 
no one knows. Many attempts have been made 
to explain it on the basis of gastrointestinal in- 
toxication and this is responsible for the atten- 
tion given to the bowels and the diet in epilepsy. 
It is probably true that dietary conditions have 
something to do with the epileptic attacks, but 
when one reads the literature through, there 
does not seem to be any basis for the idea that 
proteins or any similar substances are at all 
responsible. Thus, a group of workers ‘‘ex- 
perimenting with patients under complete con- 
trol at the State Village, Stillman, New Jersey, 
have studied the effects of complete fasting and 
also of a non-nutrition diet continued for pe- 
riods of three weeks. In many cases the fits de- 
creased in number; in some they ceased entire- 
ly ; in others there was some change in frequency. 
In general, after the termination of the fasting, 
the attacks occurred as frequently as before. 
Similar results in starvation have been reported 
by Goldbloom . . . Weeks, and his co-workers 
also studied small groups of patients who were 
maintained for several weeks on high proteins, 
high carbohydrates and high fat diets. They 
concluded that none of these diets had a demon- 
strable relation to the frequency of the fits... . 
It seems therefore that at present there is no 
justification for exploiting any particular die- 
tary regimen for general application in the man- 
agement of epilepsy. Common sense, avoid- 
ance of materials that give rise to gastric or 
intestinal indigestion, with due regard for indi- 
vidual idiosynerasy, must continue to guide the 
selection of the proper diet in epilepsy, as well 
as any other disease. Particularly should it be 
emphasized that while it is true that the num- 
ber of fits diminishes during a period of starva- 
tion, there is no justification for claims that this 
measure is, in any sense, a cure for epilepsy; the 
changes in the blood chemistry, as well as com- 
mon sense, lead to the suspicion that this may be 
a eause of potential, if not immediate, actual 
damage. 

The search for changes in the blood chemistry 
has on the whole been negative. Lennox reports 
that non-protein nitrogen, urea nitrogen, amino 
acid nitrogen, uric acid, creatinin, and alkali re- 
serve, have been within normal limits in a group 
of 100 epilepties. 

Osnato reviewing the work of the Italian, 
Cuneo, states as follows:—there is a defective 
metabolism of the starches in epileptic persons. 
The organic acids which are formed during the 





second stage of the breakdown of starches, ap- 
pear unoxidized in the urine and the blood, 
whereas in normal persons these acids are 
changed by the action of the liver and the small 
intestine, and oxidized later into ammonium 
carbonate or sodium carbonate and urea. Be- 
cause of this acidity there is a change in the cel- 
lular nuclei and the substances arising out of 
this change cause the convulsions. This points 
the way to an alkaline treatment of epilepsy 
which is being carried on. Elsberg and Stookey 
have performed some interesting experiments 
on animals to produce convulsions. These ex- 
periments should be read in the original (Arch. 
of Neurology and Psy., 123. Vol. X, 613). It 
is found that convulsions can be caused by many 
procedures such as the injection of essence of 
absinthe, clamping of the innominate and the 
left subelavian artery, ete. They found that an- 
imals in whom an artificial cerebral anemia had 
been produced had convulsions, but when an 
artificial cerebral circulation is produced, and 
a normal saline or Ringer’s solution is allowed 
to circulate, the convulsions do not take place. 

For practical purposes I have to repeat what 
was stated in this Review last year:—that the 
physician treating epilepsy must treat each case 
by itself, study it from all possible angles, regu- 
late the ways of life, and use as his one best 
drug—luminal. 

The situation in neurosyphilis is practically 
unchanged. Solomon is very specific in his 
statements that on the whole, cases with cord 
symptoms should be treated intraspinously, 
eases with symptoms pointing to the base of 
brain should be treated via cistern puncture, 
eases showing cerebral conditions should be 
treated via the ventricular route. Mills and 
Vaux are very pessimistic as to the results ob- 
tained in neurosyphilis by these various methods 
of treatment and they point out that those who 
were formerly enthusiastic are now distinctly 
non-committal and cautious in their advocacy of 
treatment, especially in general paresis. The 
French writers have become quite enthusiastic 
over the use of the salts of bismuth and appar- 
ently believe, especially in the  tartro- 
bismusthate of sodium and potassium. They 
claim that the germicidal power of this drug is 
higher than that of the arsenicals and there is 
less toxic results to the organism. From what I 
have read of their articles, I do not see that they 
have sufficient statistical basis for this state- 
ment. It is apparent, however, that there are 
other ‘‘specifics’’ for syphilis than the arsphen- 
amine group. 

In France there is a controversy raging as to 
the existence of a neurotropic form of Spirocheta 
Pallida. Leveditta and A. Marie are strongly 
in favor of the idea that there is a special type 
of the Spirochete which has an affinity for the 
central nervous system. Unfortunately, one of 
the organisms which they discussed as a possible 
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neurotropic Spirocheta Pallida turns out to 
have been a Spirochete of another species. The 
reports from Germany as to the use of malarial 
inoculations as a cure for general paresis con- 
tinue to be favorable. It is not safe to judge 
whether general paresis is cured or curable to 
any treatment for at least five years after the 
treatment has been introduced and so I refrain 
from commenting on this enthusiasm. This ap- 
plies also to the favorable reports in this country 
concerning the use of trypsarmide. 

It has been very definitely established that 
many residual conditions follow encephalitis 
lethargica. The most familiar, of course, is the 
so-called lenticular syndrome which has been 
mentioned in the part of this paper dealing with 
the newer conceptions on motion. Some work- 
ers point out that the substantia nigra, which 
is of course not a part of the lenticular nucleus, 
seems to be involved in this condition in a very 
definite manner. It has been discovered as 
well, that there is change in the conduct and 
mentality of children who have suffered from 
encephalitis lethargica. The change is in the 
direction of what has been called psychopathic 
inferiority and thus we have another proof, if 
one were necessary, to show the great depen- 
dence of personality and character upon bodily 
conditions. It is interesting to note that the one 
definite change in spinal fluid, which is charac- 
teristic of encephalitis lethargica, is the increase 
of sugar. Otherwise the spinal fluid pictures 
are not very characteristic, although the spinal 
fluid tends to be clear, colorless, containing a 
few cells, and having a very small increase of 
albumin and globulin. (J. B. Ayer) 

The situation in the psychoneuroses is not 
conspicuously altered. Forming as these diseases 
do, the most common of the ills of mankind, 
our understanding of them is still tangled up 
with controversy of all kinds. The conception 
of ‘‘functional disease’’ is involved with diffi- 
culty and so one group of observers attempts to 
find a bodily background such as is involved in 
changes in the blood, urine, and the like, as well 
as to discover bodily types which are predis- 
posed to the psychoneuroses. Unfortunately, 
the effort to link up changes which occur very 
frequently, with symptoms that are very varia- 
ble, requires a nicety of observation and a 
patient statistical analysis which no one up to 
the present time has either been competent to 
do, or has found worthwhile. A very interest- 
ing observation in this connection, but based on 
‘too few cases, is the observation that chronic 
amebiasis is made manifest by chronic neuras- 
thenic states. (H. W. Wright, Arch. of Neu- 
rology & Psy., 1923. Vol. X, 226). 

In my opinion Freudianism is becoming quite 
diluted at the present time. One sees somewhat 
less of extreme Freudianism with its insistence 
upon symbols, Electra and Oedipus complexes, 
etc., and more reference to inferiority feelings 
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and more or less conscious efforts to use the 
symptoms as weapons in the struggle for ex- 
istence, or as compensation. In this connec- 
tion it is interesting to note the French reaction 
to Freud. It has been noteworthy that 
Freudianism, starting in Austria, spread slight- 
ly into Germany, little or not at all into France, 
took America by storm and after a sufficient 
length of time became the centre of thought in 
conservative England. The French, in explain- 
ing this, and especially in the 1923 literature, 
state modestly that they have much more com- 
mon sense than their Anglo Saxon contempora- 
ries and furthermore they are Catholics, while 
the Anglo Saxons are Protestants and need a 
confessional, which is after all, so they say, the 
prime value of Freud. This extremely interest- 
ing evaluation of the Anglo Saxon is somewhat 
vitiated by the fact that Freud himself is a Jew 
and that a goodly share of his followers are 
Jews. Apparently the Jews, too, like their 
Nordic colleagues, need a confessional. 


a 


MISCELLANY 





THE N. T. A. LOOKS AHEAD 


WITHIN the past twenty years, since the be- 
ginning of the organized tuberculosis campaign, ° 
the death rate from the disease has been reduced 
from 202 deaths per 100,000 to 95 per 100,000. 

Among some of the striking achievements 
are the organization of state and local tubercu- 
losis associations now covering every state and 
all the large centers of population in the United 
States, approximately 1,400 in all; expenditure 
through these associations of $25,000,000 in ed- 
ucation and organization. The latter, in turn, 
has resulted in appropriations from public funds 
amounting to $150,000,000 for the establish- 
ment of tuberculosis agencies with a total an- 
nual maintenance budget of over $30,000,000. 
The public health nursing idea has also devel- 
oped into one of the most significant factors in 
disease prevention. Child health education, 
through the medium of the Modern Health Cru- 
sade, has increased until approximately 8,000, 
000 boys and girls have been enrolled. 

Although so much has been accomplished, 
much remains to be done. Institutional pro- 
vision and home care for the treatment of at 
least 500,000 active cases are needed; more in- 
tensive and continuous health education for 
children and adults; increased provision for the 
discovery of active cases of tuberculosis; train- 
ing of tuberculosis workers in approved meth- 
ods of community organization for health work; 
closer codrdination of the tuberculosis move- 
ment with other health movements; and leader- 
ship that will continue to develop higher stand- 
ards of tuberculosis work in every part of the 
country.—Bulletin N. T. A. 
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CASE 10261 


An Irish-American schoolgirl of nineteen 
came to the Emergency Ward April 27. An un- 
satisfactory history was obtained from her 
mother. 


P.H. Negative except for tonsillectomy and 
adenoidectomy at four years. 


P.I. When the patient was six years old her 
father died by trauma. The child after fainting 
once began to feel weak and listless. A year 
later she had an attack of red, painful and 
swollen joints keeping her in bed three weeks. 
After this she had attacks of joint pain at least 
once a year, and also had ‘‘growing pains.’’ At 
thirteen she had a particularly severe attack of 
rheumatic pain, and following it had dyspnea. 
For the past six winters she had been in bed a 
great deal, chiefly because of the joints. Two 
years ago she was treated by a doctor who said 
that she should not be gut of bed. It could not 
be learned how many periods of dyspnea she had 
had. For the past ten days she had been vomit- 
ing, and for the past week had been very ill 
indeed, vomiting, unable to sleep or eat, and 
requiring constant fanning. 


P.E. A young girl dyspneic and orthopneic 
yet surprisingly comfortable. Cyanosis of mu- 
cous membranes. Lips red, as if colored with 
paint. Skin pale and moist. Diffuse acne over 
chest and back. Subcutaneous tissue thin. Mus- 
cles soft. Respiration accelerated. High dia- 
phragm both sides. Breath sounds markedly 
high pitched at inspiration. Lungs otherwise 
normal. Heart markedly enlarged to the right 

P and left. Apex impulse 
, in the sixth space 10 
em. from midsternum. 
Percussion meas- 

4 | 7 e 35 urements as shown in 
- —— the diagram. Precor- 
dial heave. A thrill which it was difficult to 
time. Action absolutely irregular. Sounds 
of good quality. Pulse deficit. One sound, 
probably the first, markedly accentuated. Mur- 
murs difficult to time. No signs of pericarditis 
or effusion. No compression signs posteriorly. 
B. P. 110/60. Abdomen. Liver enlarged al- 
most to the umbilicus, slightly tender. Eztrem- 
ities. Slight sacral and pretibial pitting. 
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T. 96°-101.8°. P. 89-141-40. Pulse deficit 
7-35. FR. 30-12. Urine and blood not recorded. 


Orders. April 27. Rest in bed with head rest. 
Soft solid diet. Fluids limited to 5 60. Morphia 
gr. 1/6 s.c. every three hours p.r.n. Digitalis 
gr. iii followed by digitalis gr. iss 2 id. April 28 
and 29. (Vomited.) Morphia gr. 1/6 s.c., two 
doses each day. April 28. Caffein Sodium sal- 
icylate minims xxx intramuscularly, two doses; 
later minims xv every three hours p.r.n. Digi- 
folin ampules 3 (i. e. gr. ivss) intravenously 
every three hours for three doses. Rectal glu- 
cose 10% 5 vi every four hours during the day. 
Caffein sodium salicylate minims xv at 6 p. m. 


The patient weighed 100 pounds. One hour 
after the second dose of digifolin it was found 
that the heart rate had gradually come down 
from 140 to 96 at the apex and was irregular. 
Two hours after the third dose, i. e. after 13144 
grains had been given intravenously, the apex 
rate had fallen to 66. After the fall to 96 she 
felt much better and had good diuresis. After 
the drop to 66 the improvement was still more 
marked. By the 29th she felt fairly well, though 
not so well as the evening before. She did not 
look much better than at entrance. She had 
been vomiting all the morning. At noon the 
apex rate seemed fairly regular at times. It was 
still about 65. There was a slight odor of acetone 
in the breath. Rectal glucose was started. Dur- 
ing the afternoon the pulse was markedly irreg- 
ular for short periods. By six o’clock the whole 
condition was changed for the worse, though she 
felt about the same. She was still vomiting. 
During the evening the heart was extremely 
irregular in rate and rhythm over short periods 
during which it was impossible to enumerate the 
separate contractions; as nearly as could be 
made out the rate went up to 90 or 100. At 
other times it was 65 to 70. At 9 p. m. she had 
not had any digitalis for twelve hours. The 
attacks became more frequent and she was more 
restless during them. When the rate was slow 
she was markedly apathetic and moribund. She 
grew rapidly worse, and died rather suddenly 
during an attack of marked fibrillation. 


DISCUSSION 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


She has had enough joint history. Presam- 
ably she had a bad heart two years ago, when 
the doctor said she should not be out of bed. 

What are you guessing as to diagnosis from 
the history alone? She has a heart associated 
with rheumatism, and a heart associated with 
rheumatism is generally valvular disease. It 
may be pericardial. But the valves first and the 
pericardium second are what you and I are 
thinking of. If we go any farther than that, 
mitral stenosis. We haven’t any evidence of it 
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yet, but I am just speaking of the things that 
should run through the mind as we work ahead. 


NOTES ON THE PHYSICAL EXAMINATION 


‘‘High diaphragm both sides.’’ That is a 
conclusion rather than a physical sign. They 
ought to put down the evidence on which they 
found it high. They should have put down the 
percussion measurements in the lungs and any 
other evidence that they have. 

‘* Apex impulse in the sixth space 10 cm. from 
midsternum.’’ In a girl of nineteen that is a 
good deal out and down. 

Heaving impulse of the heart or precordial 
heave means hypertrophy and dilatation every 
time. The evidence of it is that the heart rises 
under your hand slowly instead of coming with 
a quick tick as it does in health. 

‘*A thrill which was difficult to time.’’ If you 
and I had been there we could have timed it. 
There is never any real difficulty. 

‘*Action absolutely irregular.’’? No two suc- 
cessive beats like each other; what they used to 
cail ‘‘delirium of the heart.’’ That is the com- 
monest type of arrhythmia which we see in bad 
hearts. 

The pulse here was 140 at the apex and 120 
at the wrist. Just before death it was 65 at the 
apex and 40 at the wrist. 

A PuysiciAN: Is pulse deficit permanent? 

Dr. Canor: Not always. If you see a patient 
from day to day just count with the hand or 
stethoscope over the heart and then count the 
pulse at the wrist. As the patient gets better 
the two come together. 

A Puysictan: Is pulse deficit a marked indi- 
eation of auricular fibrillation ? 

Dr. Canot: Yes, that is the commonest cause. 

There must be some mistake about the mur- 
murs being difficult to time. Murmurs are never 
difficult to time. We had some murmurs I sup- 
pose or they would not have said that. Probably 
we shall get a better record farther on. 

‘Slight sacral and pretibial pitting.’’ I like 
to use English when I can. When you mean 
dropsy over the shins you might as well say so. 

She must have died very quickly, as they did 
not get a chance to examine the blood and urine. 

‘Vomiting all the morning.’’ A bad sign in 
heart trouble; you always hate to see it. 

‘Acetone breath.’? Why? 

A Pxrysictan: Lack of nourishment. 

Dr. Cazsot: Yes, nothing to do with diabetes 
in this ecase,—just from vomiting. They are 
questioning whether or not the vomiting is due 
to digitalis. 


DIFFERENTIAL DIAGNOSIS 


We have very little to go on. We know she 
has some murmurs and some sounds, and that is 
about all we do know. We have to reason from 
general principles. Mitral stenosis is the ordi- 
nary rheumatic lesion, especially when there is 
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so much fibrillation as there was here, so much 
pulse deficit. Auricular fibrillation goes very 
often with mitral stenosis. ; 

There is said to be one sound that is sharp. You 
never get a sharp second sound with low blood 
pressure. Hence it is probably the first sound. 
That is some evidence of mitral stenosis, and I 
do not see that we can do any better than that. 
When we say stenosis we mean stenosis and re- 
gurgitation. If you have a door that is half 
opened—stenosis—and stuck in that position, 
neither will it shut, and the blood will go back 
through it. I should say there was chronic en- 
doearditis of the mitral and aortie valves, aortic 
stenosis and regurgitation with mitral stenosis 
and regurgitation. You realize the risk we take 
when we have to go on general principles. 

Why did she vomit so much? Heart disease 
in itself does not cause so much vomiting. She 
took a good deal of digitalis, and my guess is 
that is why she vomited. 

I wish we knew more about the kidneys. We 
have no record of the urine. Rheumatic trouble 
gives you nephritis now and then. She may 
have had long standing nephritis, but there is no 
evidence of it. She has not the history you 
expect in nephritis. The fact that she had a 
good diuresis from digitalis is I think strong 
evidence against nephritis. If you have a 
chronic nephritis that makes you vomit you do 
not secure a considerable output of urine by 
giving digitalis. Therefore I do not think she 
has nephritis. 

She has passive congestion of the lungs, liver, 
and so forth. What about the size of the heart? 
It ought to be pretty big as far as the record is 
concerned. We do not get as big hearts in mitral 
as we do in aortic disease. Perhaps she has 
aortic and mitral both, but I do not think 
it is worth while discussing it any more on the 
basis of so few facts. 

A Puysician: Why didn’t they do the nitro- 
gen test here? 

Dr. Casot: For the same reason they didn’t 
examine the urine. They must have been so 
busy trying to keep the patient alive that they 
didn’t have time. 

A Puysician: Would passive congestion of 
the stomach cause such vomiting? 

Dr. CaBoT: In my opinion it would not. I 
never saw a person vomit persistently from pas- 
sive congestion of the stomach. We must find 
something else, like digitalis or uremia. She got 
a lot of digitalis, but I think they were perfectly 
justified in giving it. 

A Puysictan: She had vomiting before she 
took the digitalis. 

Dr. CaBot: Do we know that? She had been 
under good treatment, and no doubt had been 
taking digitalis before she came in here. 

Miss ParnteR: She had been taking it until 
the last ten days before she came in. 

Dr. Casot: Have you any other suggestions 
about the vomiting? 
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A Puysictan: I think it is nephritic. 

Anotuer Puysician: How many times was 
morphia given ? 

Miss Painter: It was given once on the 
27th, twice on the 28th, and twice on the 29th. 

Dr. Canot: Five doses of 1/6 grain each, 
spread over three days; not much. 

A PuysicianN: The temperature was 101.8°. 
How much stress would you put on that? 

Dr. Casor: It is one day before death. 1 
do not think it means anything. It was nor- 
mal or pretty nearly normal before and after 
that. I cannot make anything of it. 

A Puysician: Were the teeth and tonsils the 
foci of infection for the rheumatism? 

Dr. Casot: We do not know. It is quite 
possible. 

A Puysician: Are people with infected ton- 
sils more prone to heart and rheumatic trouble 
than those with pyorrhea and apical abscess? 

Dr. Casot: Very much more. I am perfect- 
ly sure that I have seen many cases of heart 
disease that go back to tonsillitis, but I am not 
sure that I have seen a case of heart disease go 
back to the teeth. There is a real causal rela- 
tion between tonsils and heart. I do not feel 
sure of any such relation between teeth and 
heart. 

A Puysiciran: Is it not the same germ in 
eases of infected tonsils as in infected teeth? 
Then why couldn’t you get heart disease from 
it? 

Dr. Carnot: I did not say you couldn’t. I 
said I have never seen it. I have watched this 
thing, and I have not yet seen a case that seemed 
to me connected with the teeth, while I have 
seen many connected with the tonsils. Logically 
you are right; it may be the same germ. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Rheumatic heart disease. 

Mitral stenosis and regurgitation. 
Auricular fibrillation. 

Congestive failure. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Chronie endocarditis of the aortic and mitral 

valves with stenosis of each. 
Hypertrophy and dilatation of the heart. 
Chronic passive congestion. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


Chronie endocarditis of the mitral, aortic and 
tricuspid valves, stenosis. 


ho 


Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 
Chronic passive congestion. 

Slight hydrothorax. 

Slight hydropericardium. 

Slight ascites. 

Slight anasarea. 





3. Historical landmarks 


Chronic pleuritis. 
Dr. Ricwarpson: The lips were purple, the 
skin generally pale. 

In the peritoneal cavity there was about 500 
e.c. of thin pale fluid,—slight ascites. The 
mucosa of the stomach and intestines was vel- 
vety, reddened, juicy, and saturated with thin 
bloody fluid,—chroniec passive congestion. 

The anterior margin of the liver was 8 em. be- 
low the costal border—i. e., much below. The 
liver weighed 1010 grams,—not large, although 
it was so far below the costal border. The tis- 
sue showed passive congestion. 


Dr. Casot: That is an interesting point. | 
never knew that before. 

Dr. RicuHarpson: The diaphragm was at the 
sixth rib on the right, the fifth rib on the left. 

The right pleural cavity contained 200 c.c. of 
thin pale fluid, the left 50 c.c.,—beginning 
hydrothorax. There is a great variation in the 
amounts of fluid found in the pleural cavities. 
Sometimes there is a great deal in the right 
side and none in the left, and sometimes very 
little in each; to find very little in one and con- 
siderable in the other is not unusual at all. 
There were old pleural adhesions posteriorly in 
the region of the upper half of the right lung. 
On the left there were old adhesions posteriorly. 
The lung tissue showed well marked chronic 
passive congestion. 

The pericardium contained 100 c.c. of thin 
clear pale fluid; slight hydropericardium. 

The heart weighed 550 grams. That is 
marked enlargement. The right ventricle wall 
was thickened, 5 mm. That suggests a lesion of 
the mitral valve. The left ventricle wall was 
11 mm. There may be something the matter 
with the aortic, but it will not be very marked. 
The columnae carneae were well marked. Cav- 
ities: Left, much dilatation; right, considerable 
dilatation. That dilatation suggests changes in 
probably two valves at least. 

Dr. Caznot: Was there anything about the 
left auricle, particularly? . 

Dr. RicHarpson: Dilatation. 

The auricular appendices were negative. The 
circumference of the mitral valve was about 
714% em.,—considerable stenosis. The usual cir- 
cumference would be 10 cm. The mitral cur- 
tain showed a fibrous irregular band of thicken- 
ing extending along the free margin, with some 
thickening and fusion of the chordae tendineae 
and considerable diffuse fibrosis and deformity 
of the valve. A fibrous patch extended from the 
valve curtain up along the endocardium of the 
left auricle. That is not an unusual picture in 
these so-called rheumatic hearts. The acute 
process is a spreading one, and sometimes ex- 
tends down along the endocardium below the 
valve and frequently up into the auricle. . In 
the region of the aortic valve it may spread to 
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the endocardium below the cusps, and some- 
times it extends up along the aortic wall, a kind 
of aortitis, but not leutic. It may confuse you 
a little as to whether it is syphilitic aortitis or 
not. The tricuspid valve measured 10 em., 
stenosis, and showed considerable fibrosis with 
contraction and deformity of the curtain and 
thickening and shortening of the chordae ten- 
dineae. The aortic was 54% em. It showed 
some diffuse fibrous thickening, and the free 
margins of the cusps were a little rigid and 
fibrotic; slight stenosis. The pulmonary valve 
was negative. Of all the valves the pulmonary 
is the least likely to be diseased; for some un- 
known reason it best maintains its integrity. The 
coronaries were free and negative. 

The liver showed chronic passive congestion. 

The spleen weighed 120 grams,—not in- 
creased in weight, but with elastic congested 
tissue. 


Dr. Casor: The kidneys were all right? 


Dr. RicHarpson: Chronic passive conges- 
tion. , 
Dr. Casot: No cause for vomiting found ex- 


cept digitalis. 





CASE 10262 
An American musician of fifty-eight was sent 
from the Accident Room September 10. 
F. H. 
7s 


Habits. He smoked ‘‘more than too much 
for him,’’ and used to drink in the same way. 
For two years, however, he had taken little al- 
cohol. 


P. I. May 12 without warning he had two 
nosebleeds, the first slight, the second severe 


He had lost sight of his family. 


He had never been ill in bed before. 


? 





Dull, resistent, 
tender, No edge 
felt. 





Shifting dullness 
Fluid wave. 






J 


enough to require packing and to keep him in 
bed two days. He was then in good condition 
until four weeks ago, when his face began to 
swell. <As this swelling subsided his legs be- 
came edematous. He had no other symptoms 
until the past week, during which he had vom- 
ited often; never blood. His appetite and 
sleep were poor. His bowels were constipated. 
He urinated once or twice at night. 


P. E. Well nourished. 
membranes cyanotic. Apex 


Skin and mucous 
impulse of the 
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No enlargement to percus- 
sion. Sounds feeble. Ps. louder than As. No 
murmurs. Pulses normal. Artery walls thick- 
ened and tortuous. Systolic B. P. 145. Lungs. 
Diminished resonance and breathing at the 
right base behind. Abdomen. See diagram. 
Liver dullness from sixth rib to 1 em. below the 
costal margin. Edge not felt. Genitals. 
Serotum edematous. Extremities. Massive 
soft edema of legs. Over right shin and dor- 
sum of foot were several ruptured blebs and one 
area of superficial ulceration. On the right el- 


heart not found. 


bow was a crusted lesion. Pupils normal. Re- 
flexes not attempted. 
T. 100.3°-98°. P. 101-1138. R. 28-22. 


Urine. 35 19-10, sp. gr. 1.010, a very slight trace 
of albumin and some blood eells at the single 
examination. Blood. Hgb. 85%, leucocyte 
count not recorded, polynuclears 96%. 


The patient vomited everything taken and 
grew gradually more stupid. The cyanosis in- 
creased. September 12 the lungs showed many 
coarse moist rales. That day the visiting phys- 
ician recorded, ‘‘. . . . The lesion near the left 
olecranon looks specific. The liver is tenderer 
than in mere cirrhosis.’’ Venesection was done 
and a pint of blood withdrawn with no resulting 
improvement. That evening strophanthin .001 
was given. The pulse was strong and slow for 
the rest of the night. The edema of the lungs 
continued to increase. The next morning the 
pulse grew very slow (60) and weak, and the 
patient died. 


DISCUSSION 
BY DR. MAURICE FREMONT-SMITH 
NOTES ON THE HISTORY 


The nosebleeds might indicate the beginning of 
an acute infection, an essential blood disease or 





possibly hypertension. Since he went four 
months after the two nosebleeds without evidence 
of further epistaxis we can assume that it was 
not due to essential blood disease or to acute in- 
fection. It is possible that they were entirely ac- 
cidental. In young people more nosebleeds oc- 
cur accidentally through the breaking of a small 
blood vessel on the wall of the septum. 


Swelling of the whole face is unusual without 
edema elsewhere, except it be in cases of acute 
nephritis or exacerbation of a chronic nephritis. 
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Here the swelling of the face subsided and the 
legs became edematous,—an unusual sequence 
of events. 


NOTES ON THE PHYSICAL EXAMINATION 


We have nothing said about dyspnea either at 
entrance or in his history, which is rather strik- 
ing. If the man were dyspneiec and cyanotic it 
would be reasonable to believe that he had acute 
cardiac failure; and I see no evidence so far that 
this is not the case here, but wé must assume 
dyspnea. 

A systolic blood pressure of 145 is normal. It 
is quite conceivable however that it was 200 or 
above previous to the break. The fact that the 
artery walls are thickened and tortuous may in- 
dicate a general arteriosclerosis, and probably 
does, but it does not help us with regard to the 
previous blood pressure. Many eases of the 
highest blood pressures show arteriosclerosis 
most marked in the finer arterioles. So that one 
might find evidence of arteriosclerosis in the eye 
grounds without finding any marked evidence in 
the larger peripheral arteries. 


The pereussion of the heart I should take rath- 
er little stock in. He may very well have an en- 
larged heart. The fact that the pulmonic sec- 
ond is louder than the aortie second in a man 
of this age would make one feel that the circula- 
tory system was not as it had been. In almost 
any case of a man of fifty-eight we should ex- 
pect, no matter what his arterial pressure, the 
aortic second to be greater than the pulmonic 
second unless there were pathology in the heart 
valves or the lungs. 

Percussion of the liver dullness, the lower bor- 
der, is very unsatisfactory. Without feeling the 
edge of the liver I think it is hard for us to say 
whether this liver was enlarged or not, although 
an enlarged liver would fit into the picture of 
cardiac failure. 

The diminished resonance and breathing at 
the right base might be due to either a high dia- 
phragm on that side, an enlarged liver, or to a 
little fluid at the base. . 

The superficial ulceration was probably the 
result of the stretching of the skin. 

His temperature might go well with the pic- 
ture of cardiac failure. The pulse is not re- 
markable. We should like to know whether it 
was regular or not. The respiration rate would 
indicate that we were right in assuming that the 
man did have a certain degree of dyspnea. 

The urine is quite easily explained on the 
basis of chronic passive congestion. 

The differential count of ninety-six per cent 
of polynuclears shows acute infection some- 
where. I think that is even more important in 
indicating acute infection than a high leucocyte 
count. 

Evidently the liver was palpable on Septem- 
ber 12. 

I have never myself seen a case in which 





strophanthin intravenously was given in which 
the patient was in such condition that recovery 
was possible. I should like to ask Dr. Cabot. 
and Dr. Smith how they feel about that. 


DIFFERENTIAL DIAGNOSIS 


Differential diagnosis rests between a cirrho- 
sis of the liver, possibly specific in origin, prob- 
ably alcoholic, and a case of myocardial failure. 
With this lead, that ‘‘the lesion looks specific,’’ 
I think we have to accept the possibility that the 
basis of the cardiac and circulatory lesion may 
be specifie in origin. 

I believe that we shall find a case of myocardi- 
tis, arteriosclerosis, little injury in the kidney if 
any, and a liver showing chronic passive conges- 
tion and no cirrhosis. 

Dr. Casot: Do you mean myocarditis in Dr. ° 
Christian’s sense, that is, where there is no 
myocarditis found post-mortem? Or do you 
mean a big heart? I think he has abandoned 
that terminology now. He did use it for some 
time, meaning the heart of hypertrophy and 
dilatation. Did you think of the possibility of 
cerebral hemorrhage at the end, with this slow 
pulse ? 

Dr. Fremont-Smitn: I meant the dilated 
and hypertrophied heart. I had not thought of 
apoplexy. As to the question whether 
strophanthin is ever indicated,—whether in the 
situation where one would give it the patient is 
not probably past help? 

Dr. Casot: I don’t think I should say that. 
Some form of digitalis intravenously seems to 
me sometimes indicated in cases like this. I[ 
should always begin with a smaller dose. I do 
not like beginning with a full dose. I think I 
have seen patients killed by it, so many people 
have idiosyncrasies for it; so that a half or quar- 
ter of a milligram is safer. But I believe it is 
sometimes a good thing to do. 

Dr. Wirtu1am D. SmitH: I have never given 
any in my life. I have seen one case where I 
should have if I had had it. It was a case of 
acute edema of the lungs in a mitral stenosis 
which had not had digitalis. I gave plenty of 
digitalis, but it did not do any good. 

Dr. Casot: What are the chances of the le- 
sion at the olecranon’s being specific with noth- 
ing else in any part of the body? 

Dr. Witu1am D. Smita: I think anything 
anywhere may be specific. But I see nothing 
here to require that this be specific. 

Dr. FRANK Fremont-SmitH: I should like 
to ask whether we have not several points sug- 
gesting an involvement of the kidneys,—nose- 
bleeds to start off with, and edema of the face 
before edema of other parts of the body. The 
ascites would go with it, with edema of the 
lungs. The urine is of low specific gravity, 
with some red cells and some albumin. Such 
a diagnosis would not account for the enlarged 
liver. I wanted to ask whether that was a pos- 
sibility. 




















Dr. Maurice Fremont-SmitH: I think it is a 
possibility. I think that very frequently we get 
urinary findings such as this in cases of cireula- 
tory failure with chronic passive congestion, 
without any evidence of kidney involvement. 
And I should feel that the other symptoms might 
well be explained without assuming involve- 
ment of the kidney. 

Dr. Capot: I think I should say there was 
nephritis here, on the basis of his consistent 
vomiting more than on any other thing. It 
seems to me that has to be explained either by 
cerebral hemorrhage or by nephritis. It seems to 
come on before he has any other cerebral symp- 
toms. I don’t think we see as much vomiting 
as that in a straight cardiac case. Then for the 
hypertrophy and dilatation which you and I be- 
lieve is there in the heart we should naturally 
look for some cause, and kidney trouble is as 
good a cause as any. 

Dr. Wituiam D. SmitH: If we ean believe 
his record, after his nosebleed he was in good 
condition for four weeks before he began this 
edema of the face and legs. It is very unusual 
for a cardiac patient without any previous his- 
tory of decompensation to begin with massive 
edema. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Arteriosclerosis. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSIS 


Arteriosclerosis. 

Hypertrophy and dilatation of the heart, pos- 
sibly of luetice origin. 

Chronic passive congestion of the liver and 
kidneys. 


ANATOMICAL DIAGNOSIS 
Primary fatal lesions 


Arteriosclerosis. 
Chronic glomerulonephritis. 


Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 
Acute fibrinous pericarditis, terminal. 
‘Chronic passive congestion, general. 
Hemorrhagic edema of the lungs. 
Hydrothorax. 

Ascites. 

Anasarea. 


Historical landmarks 


Slightly defective closure of the foramen 
ovale. 
Chronic pleuritis. 


Dr. Ricuarpson: We were not permitted to 
examine the head. The trunk and extremities 
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generally pitted on pressure. There was a sur- 
gical wound in the right cubital space. 

There was a fair amount of subcutaneous fat. 
The muscles were rather pale and soft. The 
peritoneal cavity contained a moderate amount 
of thin pale fluid,—slight ascites. The liver was 
three finger breadths below the costal border,— 
about 5.5 em. The diaphragm on the right side 
was at the sixth rib and at the sixth interspace 
on the left,—down on each side. . 

Each pleural cavity was half full of thin pale 
fluid, and on each side there were a few bands of 
old adhesions. The bronchial and lymphatie 
glands were negative. 

In the trachea and bronchi there was much 
bloody frothy fluid,—indication of congestion of 
the lungs. The lung ‘tissue showed no areas of 
consolidation, but was a little leathery and sal- 
mon-red in color,—typical chronic passive con- 
gestion. 

The pericardium presented a definite acute 
fibrinous pericarditis, terminal. The heart 
weighed 440 grams,—moderate hypertrophy. 
The myocardium was firm, pale. There was no 
myocarditis. The left ventricular wall meas- 
ured 14 mm. and the right 4 mm., —slightly 
thickened on the right and a little on the left. 
The valves were frankly negative. The coronary 
arteries were free, the walls rather stiff, and 
seattered along them was more or less fibrous 
sclerosis. Seattered all along the aorta was 
much fibrous sclerosis, with here and there small 
areas of fibrocaleareous change. The great 
branches were large, tortuous, the walls thick- 
ened, and in a few places there were areas of 
fibrous change intermingled with small areas of 
fibrocaleareous change. In other words, the 
great branches here show more arteriosclerosis 
comparatively than the aorta, although there 
was considerable in the aorta. 

The liver weighed 1225 grams. 
showed chronic passive congestion. 

The spleen, while it weighed only 115 grams, 
was rather thick, chunky, the tissue elastic and 
dark brown-red,—typical chronic passive con- 
gestion. 

The kidneys’. combined weight was 220 grams. 
That is considerable reduction in their size. The 
capsules stripped but left dark reddish granular 
surfaces. The tissue was rather tough. The cut 
ends of the vessels stood out rather prominently, 
and in the region of the cortical portions were 
minute grayish areas and streaks. 

The gastro-intestinal tract showed a markedly 
reddened velvety mucosa,—typical chronic pas- 
Sive congestion. 

The gross description of the kidneys leans 
rather toward arteriosclerotic nephritis. The 
microscopic examination however showed suffi- 
cient changes in the glomeruli to make us think 
that there was also a chronic glomerular ele- 
ment, and in fact at that time the condition was 


The tissue 





ealled chronic glomerulonephritis. 
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CASE 10263 


An English cook of fifty-five entered April 
25 complaining of hematuria. 


F.H. Largely unknown; good as far as 
known. 


P.H. He had always had good health. He 
had some of the minor diseases of childhood 
and a fracture of the left ankle as a child. 
Thirty-five years ago he had gonorrhea once, 
treated, and chanecre, untreated. He occasion- 
ally had attacks of ‘‘rheumatism”’ in the shoul- 
der. He had dyspnea on exertion and slept 
with two pillows. 


P.I. Six months before admission he had 
hematuria for three days. After six weeks of 
remission he had hematuria every other day for 
a week. From that time to the present he had 
had hematuria every two or three days with re- 
missions of ten days to two weeks. At admis- 
sion he had had it for two days. At the begin- 
ning of micturition he passed urine mixed with 
blood, at the end pure blood. In October and 
three or four times recently he passed a few 
clots. He urinated five or six times by day, 
once or twice at night. He felt well except that 
he tired easily. His appetite was not too good. 


P.E. A short obese man of apathetic dispo- 
sition. Teeth all false. Throat injected. Ton- 
sils large, especially on the left, and protruded 
beyond the pillars of the fauces. Heart. Apex 
impulse in the fifth space 114 em. outside the 
nipple line. Percussion measurements not re- 
eorded. Enlargement to the left. As greater 
than P.. Pulses and arteries normal. B. P. 
186/100. Lungs clear. Abdomen. Some exco- 
riations of the skin where a truss was used for 
bilateral herniae the size of an egg on the right 
and the size of a walnut on the left, coming 
down on coughing. Genitals and extremities 
normal. Rectal examination. Slight external 
hemorrhoids. Prostate rather firm and flattened 
out, moderately large. Neither vesicle felt. 
Pupils and reflexes normal. 

Before operation J. 97°-99.5° except for a 
rise to 102.3° the day after the first cystoscopy ; 
P. 120-72, R. normal. Urine. 3 80-39, (day after 
first cystoscopy) sp. gr. 1.015, cloudy at the 
single examination, a trace of albumin, many 
motile bacteria, one to three red blood corpus- 
eles and two to four leucocytes per high power 
field. Renal function 100%. Blood not record- 
ed. Two blood Wassermanns and a spinal fluid 
Wassermann strongly positive. Non-protein 
nitrogen 32.1 mgm. 


April 26 cystoscopy was done. On the next 
two days the patient was up and about feeling 
very well. May 1 another cystoscopy was done. 
May 2 a medical consultant found in addition 
to the enlargement of the heart rapid rate and 
sounds of poor quality. The most striking find- 





ing was increased supracardiac dullness, es- 
pecially to the right. There was no evidence of 
aneurism, but the extent of dullness was wider 
than is usually seen with a wide arch. He found 
a faint systolic murmur at the base, but no dias- 
tolic. He asked for X-ray examination. The 
left pupil was found to be larger than the right. 

May 3 operation was done. The wound was 
in very good condition May 5, but the patient 
had much pain and by May 7 considerable dis- 
tension. He vomited once. The stomach was 
washed. The distension persisted to May 10 in 
spite of flaxseed poultices, pituitrin, turpentine 
enemata, stomach wash, rectal tube and sub- 
pectorals. May 10 the Rehfuss tube was used. 
Next day the distension was considerably less 
and the patient felt better. A subpectoral was 
given. May 12 he had a bad night. The tubes 
fell out, so that the patient was constantly wet. 
There was still considerable distension, though 
much less than three days earlier. Two stitches 
and a stay suture were removed. That night the 
patient thought his legs were paralyzed, and 
the next morning thought the wound had brok- 
en open; both delusions. He did not sleep even 
after a grain and a half of codeia. The wound 
looked well healed except for the place where 
the tube came out, though there was considerable 
redness around it. The patient looked ill, had 
cold sweat, and was very uncomfortable. He 
complained of much abdominal pain over and 
below the wound area. A peppermint enema gave 
no result. The leucocyte count was 18,000, the 
non-protein nitrogen 22.8 mgm. The tempera- 
ture had been normal for a week, the respira- 
tion for four days; the pulse was 100-110. That 
day the patient died. 


DISCUSSION 
BY DR. EDWARD L. YOUNG, JR. 


There was a very definite danger signal given 
six months before which should have been at- 
tended to at once. And as we have repeatedly 
said, at fifty-five hematuria, particularly that 
which, as this is, is largely what we call a ter- 
minal hematuria without other symptoms, is 
more apt to come from a bladder tumor than 
anything else; at his age of course we are al- 
ways afraid of malignancy, and even when we 
get the appearance of a papilloma by cystos- 
copy we always have it in the back of our heads 
that that may become malignant and we would 
rather have it out, with radium at the base, 
than leave it in any time at all. 

Of course it might be prostate. Fifty-five is 
rather young for that. It might be stone. Kid- 
ney stones occasionally cause painless hema- 
turia. But the very definite suggestion of ter- 
minal hematuria is very apt to mean that as 
the bladder shuts down on the source of bleed- 
ing it increases it. That generally means some- 
thing in the bladder, tumor or ulcerated pros- 
tate, or rarely a simple ulceration. 
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With that amount of bleeding not reported 
for six months I should assume that ‘‘apa- 
thetic’’ is a good description. 

A renal function of 100 does not really 
happen. The colorimeter was wrong or some- 
thing was wrong. But I think what we can as- 
sume is that it was a perfectly good function and 
the kidneys were not damaged. 

The non-protein nitrogen is a little high, but 
within normal limits. 

I do not see why we are required to make any 
diagnosis other than the one I have suggested, 
because the cystoscopy is going to tell us defi- 
nitely what is there. I believe it will show a 
tumor, and whether that tumor is malignant or 
not of course it is impossible to say. Unless it 
is a pretty small papilloma I should hesitate a 
good deal about using fulguration, or if I started 
it the tumor would have to disappear very 
quickly. Because the response of the tumor to 
fulguration is a pretty good index of its malig- 
nancy. I do not know why that is so, but it is 
pretty generally conceded to be true. If it dis- 
appears pretty quickly, it is harmless. But if it 
is obstinate it is better not to bang away at it, 
but to operate and get it out pretty cleanly. 

Dr. Carnot: Syphilis cannot do anything 
like this, ean it? 

Dr. Youna: Syphilis of the bladder has been 
reported, not with these symptoms, but with 
bladder irritability, occasional hematuria and 
on cystoscopy a very confusing and indefinite 
picture of ulceration rather than of tumor. I 
think it would be hard to assume that syphilis 
of the bladder was present. It is very unusuai 
in the first place. I believe cystoscopy will 
show a tumor. Of course it is going to tell us 
the whole story. 


DR. YOUNG’S DIAGNOSIS BEFORE CYSTOSCOPY 


Tumor of the bladder. 
DIAGNOSIS BEFORE CYSTOSCOPY APRIL 26 
Tumor of the bladder. 
FIRST CYSTOSCOPY 


The cystosecope showed a tumor of the blad- 
der about the size of a small grape situated 
above, posterior to and in close proximity to 
the right ureteral orifice. It had a solid ap- 
pearance and apparently a broad pedicle. It 
was ulcerated on the upper surface and looked 
malignant. The right ureter was catheterized 
and was patent. No other growth was seen in 
the bladder. 


FurRTHER DISCUSSION 


Of course this carries with it the treatment, 
and that is operation and the removal of the 
growth and the use of radium. It is pretty low 
down in the bladder to try a transperitoneal 
resection. That would involve a reimplanta- 
tion of the ureter, and that is a good deal of an 
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operation. On the other hand the prognosis in 
cancer of the bladder is poor unless a radical 
removal is done. He is a poor risk for opera- 
tion as he is described to us here. I should be 
tempted to cut that out as thoroughly as possi- 
ble with the cautery and then use radium in the 
base of it and see if we could not give him a 
fairly comfortable little longer life than we 
could with a radical operation. 

It is interesting that tumors which are appar- 
ently definitely present as seen through the 
eystoscope on one occasion if that is the only 
observation that is made may not be present 
when the bladder is opened. A clot of blood in 
the base of the bladder following hematuria 
will simulate a tumor. I have seen tuberculo- 
sis of the bladder simulate malignancy, a con- 
dition which could not be found when the blad- 
der was opened. They were probably planning 
on a very radical operation, and it is wise to be 
absolutely sure. Therefore the second cystos- 
copy was done. 

The note about the pupils refers to the ques- 
tion of syphilis I assume, and we already know 
that he has an infected cerebrospinal fluid. But 
they went ahead with the operation. I am in- 
terested to know how radical they thought they 
had to be. 


SECOND CYSTOSCOPY, MAY FIRST 


Cystoscope passed into bladder without any 
difficulty. Urine bloody. Bladder appearance 
that of a chronic cystitis. On the right lateral 
wall of bladder was a small growth which ap- 
peared to be about the size of a cherry. This 
growth bled quite readily when the ureteral 
catheter scraped against it. The pedicle was 
fairly broad. The ureter, which was close to 
growth, was patent and easily catheterized. The 
growth appeared to be malignant. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Tumor of the bladder. 
PRE-OPERATIVE DIAGNOSIS 
Tumor of bladder. 
OPERATION 


Spinal novoecain. Suprapubie incision. When 
the bladder was opened a good view was ob- 
tained. Rising from the right lateral wal] of 
the bladder was a soft solid growth about 1 em. 
in diameter. The base of this was grasped with 
a clamp which cut through the tissue leaving a 
denuded area in the bladder wall and no appar- 
ent induration. This area was lightly cauter- 
ized and six seeds of radium, two millicuries 
each, were implanted in the periphery of this 
area. No other tumors were seen. The blad- 
der neck was tight but there was no enlargement 
of the prostate. Posterior commissure divided 
with a cautery knife. Bladder and wound 
washed with alcohol. Bladder closed about a 
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suprapubic tube and a Miller wick in the blad- 
der and the space of Retzius. 


FURTHER DISCUSSION 


The number of cases in which the removal of 
even an innocent papilloma has been followed by 
recurrence of a malignant nature has led to this 
procedure of washing out the wound with alco- 
hol to try to prevent that implantation. 

They did the operation which I have already 
said was the most logical with this man, and I 
do not see why he should not have got along all 
right. The only two things that went on at 
the time of operation that might influence this 
and result in a spreading sepsis were (1) the 
fact that radium was used at the base of the 
bladder. It might have caused enough destruc- 
tion of tissue so that an infected bladder could 
send infection into the retroperitoneal tissue. 
(2) The fact that the cautery was used to cut 
the posterior edge of the neck of the trigone. I 
have seen a retroperitoneal infection with an 
abscess in the flank that was larger than a man’s 
head come from a litholapaxy where the bladder 
neck was torn. So that this definitely gives the 
possibility of infection. 

I eannot think of any reason for his death 
other than infection, in spite of the fact that he 
had a normal temperature. We are not told in 
regard to his death whether it was sudden and 
suggested embolus, and we are given no reason 
to believe that his old specific infection would 
have anything to do with it. So that aside from 
infection I think it is guess-work and leave it to 
Dr. Richardson to tell us. 

Miss Parnter: Apparently he did not die 
suddenly. It is recorded that the pulse grew 
gradually weaker. 

Dr. Youna: I should think sepsis was the 
best bet. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of the bladder. 

Lues. 

Hypertrophy and dilatation of the heart. 
Cardiae failure. 


DR. EDWARD lL. YOUNG’S DIAGNOSIS 


Malignant disease of the bladder. 
General peritonitis. 
Syphilis. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


(Malignant tumor of the bladder. ) 


bo 


Secondary or terminal lesions 


Marked distension of large intestine. 

Perforation of the wall of the cecum. 

General peritonitis. 

Area of necrosis involving the prostatic ure- 
thra and the prostate. 





Arteriosclerosis. 

Luetie aortitis. 

Hypertrophy and dilatation of the heart. 
Slight pyelitis. 

Cystitis. 


3. Historical landmarks 


Operation wounds. 
Dilated inguinal canals. 
Slight chronic pleuritis. 


Dr. RicHarpson: On section of the peri- 
toneum a puff of gas escaped. That is indica- 
tive of some interruption in the continuity of 
the gastro-intestinal tract or of the bladder wall. 

The left inguinal ring admitted two fingers, 
as did the right. The canals were free. Did 
he have a hernia? 

Dr. Youne: Yes. 

Dr. RicHarpson: Is there any chance that 
the intestine was pinched ? 

Dr. Youne: There was no evidence of any 
trouble there at all. 

Dr. RicHarpson: There was nothing in the 
canals except that they were dilated. The per- 
itoneum showed frank fibrinopurulent peritoni- 
tis. The small intestine was slightly distended, 
the large intestine markedly so. That seemed to 
be the great point at the time of necropsy, why 
there was this great distension for which they 
eould do nothing. 

In the wall of the cecum just below the 
ileoceeal valve there was a small perforation. 
The mucosa on the inside about the margins of 
the perforation was negative; on the peritoneal 
side however there was an area of necrosis and 
peritonitis as though the intestine had become 
tremendously distended and then had broken at 
this weak point. 

The organs above the diaphragm were nega- 
tive with the exception of the aorta and of mod. 
erate hypertrophy and dilatation of the heart. 
The aorta showed some arteriosclerosis and in- 
termingled with it areas of syphilitic aortitis. 
The aortic valve was not involved. 

The pelvis of the right kidney showed some 
dilatation and was dotted over with small red- 
dish eechymotie areas,—some pyelitis. The 
ureter was somewhat dilated. Where the right 
ureter opened into the bladder there was a red- 
dish granular patch of cystitis, and within that 
region areas of dirty grayish granular necrosis. 
There seemed to be a little thickening of the 
bladder wall in this region but nothing definite 
in the way of new growth, macroscopically or 
microscopically. 

In the upper part of the prostate in the re- 
gion of the prostatic urethra there was a small 
irregular opening which led into quite a good- 
sized area in the prostate—in fact nearly ex- 
tending through the prostate—which consisted 
of dirty grayish granular necrotic tissue. I 
could not make out at the time of necropsy any 
definite opening in the bladder wall. Of course 
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there were those areas of necrosis which came 
pretty near to the peritoneal surfaces in regions, 
and the peritonitis in the pelvic region was 
marked. The prostate otherwise was negative. 

Dr. Youna: Do you think that peritonitis 
may have come from the bladder ? 

Dr. RicHarpsoON: There were many places 
where the necrosis was pretty close to the peri- 
toneum. 

Dr. Casot: What broke the cecum? 

Dr. RicHarpson: Distension where the per- 
itonitis and necrosis on the peritoneal side weak- 
ened the wall. 

Dr. Canor: Did the radium have anything to 
do with that prostatic mess? 

Dr. Youna: No; that was the cauterization. 

Dr. Canor: I am particularly sorry they did 
not get an X-ray in that case, because one of the 
points I am much interested in is whether the 
X-ray can or cannot help us to diagnose syphii- 
itie aortitis without aneurism. Some X-ray men 
think they can; but I have never known a ease 
where they were verified post mortem. That 
is, I am interested to know if they can tell the 
difference between a syphilitic and an arterio- 
sclerotic dilated arch in the cases where there is 
no aneurism. 

Dr. RicHarDsoN: It is pretty difficult at 
times with the aorta in one’s hand. 

Dr. Casot: You would not suppose that the 
spatial outline would be different merely be- 
cause there happened to be some syphilitic 
patches in the aorta? 

Dr. RicHarpson: No. 


-— 
—_—— 
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THE WASSERMANN TEST 


SULPHARSPHENAMIN IN THE TREATMENT OF SYPHILIS 





Betpine, D. L. (Arch. Derm. and Syph., Vol. 9, No. 
4, April, 1924) summarizes as follows: Sulphars- 
phenamin, when administered in appreciable doses, 
is as effective in healing syphilitic lesions as neo- 
arsphenamin, but produces a greater proportion of 
toxic disturbances in the patients. Animal experi- 
ments by Voegtlin and others indicate that sulphars- 
phenamin has a lower toxicity than arsphenamin and 
neo-arsphenamin. The frequency of dermatitis and 
peripheral neuritis in patients does not corroborate 
this opinion. The intravenous administration of 
over 0.7 gm. a week for a 68 kg. patient frequently 
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produces toxic effects. Toxic symptoms more often 
result from intravenous treatment than from 
intramuscular, although the latter method does not 
insure their absence. Dermatitis occurred in 16 per 
cent. of the patients irrespective of the dose, the more 
severe cases corresponding to the higher dosage. 
Varying degrees of peripheral neuritis, though in 
no case pronounced, occurred in 56 per cent. of the 
adult patients receiving intravenous injections. In 
the intravenous cases this condition was present only 
when the dose exceeded three-quarters of the maxi- 
mum standard for neo-arsphenamin. A high weekly 
rate of administration is more likely to produce der- 
matitis and neuritis than a correspondingly high 
total dosage. The occasional hypersensitive patient 
shows toxic symptoms with low dosage. Except for 
frequent nausea, anaphylactoid reactions at the time 
of administration are rarely encountered. The sub- 
cutaneous and intramuscular injections cause more 
or less local discomfort, depending on the size and 
volume of the dose and the type of patient. The 
greater part of the local reactions occur when more 
than 0.3 gm. are injected. Patients vary in their 
ability to stand intramuscular treatment. One-third 
suffer no inconvenience, one-third manifest local re- 
actions one out of eight times, and one-third have 
repeated reactions in the form of pain or induration. 
For intravenous medication, sulpharsphenamin pos- 
sesses the advantage of convenience in administra- 
tion over arsphenamin and of a more stable solution 
over neo-arsphenamin, but the frequent production 
of toxic effects renders it less satisfactory for intra- 
venous therapy than the other arsphenamins. Mus- 
cular women and men engaged in manual labor are 
unsuitable subjects for intramuscular and subcutane- 
ous treatment because of interference with their 
activities. This form of administration likewise is 
contraindicated in neurotic patients who are likely 
to give exaggerated reactions. Sulpharsphenamin is 
well suited for intramuscular injections in adipose 
women, children and other patients when the intra- 
venous route has become difficult or impossible. If 
due care is taken in the selection of the proper dosage 
it should prove a valuable adjunct in the treatment 
of certain classes of syphilitic persons. Its promis- 
cuous administration under the impression of its low 
toxicity is open to criticism. 
fA. W. C.] 





THE WASSERMANN TEST 





THE EFFECT OF MERCUROSAL ON THE WASSERMANN 
REACTION 





BELDING, D. L., Hotmes, R. H. (Arch. Derm. and 
Syph., Vol. 9, No. 4, April, 1924) conclude in part 
as follows: Mercurosal, a soluble compound of mer- 
cury, when given in appreciable doses, reduced the 
Wassermann reaction in ten patients 61 per cent. of 
its previous strength. The effect was partly transi- 
tory, the permanent reduction, two and one-half 
months after treatment had ceased, being 45 per cent. 
One and fifty-five hundredths milligrams: of mercu- 
rosal per kilogram of body weight per week in the 
form of single weekly treatments had little effect on 
the Wassermann reaction, but a dosage of 5.51 mg. 
at more frequent intervals proved extremely effec- 
tive. At least 0.3 gm. per week for an average adult 
is necessary to affect materially the Wassermann 
reaction. Intramuscular injections proved as efficient 
as intravenous. Marked individual variation in the 
serologic response to mercurosal was observed. No 
evidence as to the existence of a “provocative mer- 
cury” reaction was obtained. No marked difference 
was noted between persons with congenital and with 
acquired syphilis in their response to treatment. No 
signs of mercurialism and no evidence of kidney irri- 
tation were observed. 

[A. W. C.] 
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THE BOSTON MEDICAL LIBRARY 


The final sentence in Sir William Osler’s ad- 
dress at the dedication of the new Boston Medi- 
eal Library building at 8 The Fenway in 1901 
was, ‘‘I am sure you will find yourselves the 
better for the sacrifice you have made in secur- 
ing this home for your books, this workshop for 
your members.’’ 

This predicition of his has certainly been 
true. It is doubtful if even Sir William could 
have predicted that in less than twenty-five 
years the building which seemed so abundantly 
equipped to serve the needs of this medical com- 
munity would be hopelessly inadequate to house 
the additions of that short term of years. But 
such is the ease. No one could have foreseen the 
development which has taken place during this 
quarter of a century in the medical sciences 
alone. Our medical schools are taxed to the 
limit, all the time, to provide proper laboratory 
facilities in these same sciences and a medical 
library stands to the profession in the same 
relation that a laboratory does to students or 
practitioners. One can no better afford to be 
without the one than the other. Indeed for the 
practitioner, if a library can not serve him, he 
is deprived of all aid in keeping abreast of the 
times except as periodical literature may help. 





Nothing therefore could be more of a calamity 
than that our Medical Library should fall away 
in its usefulness to the profession which is look- 
ing to it in ever increasing numbers. 

In this same address, to which reference has 
been made, Dr. Osler referred specifically to the 
Boston Medical Library when he said that he 
made a pilgrimage here, when he was at McGill, 
because he was unable to procure the material 
he desired in Canada. That was the beginning 
of an association with the Library which appar- 
ently he always tréasured. To have been able 
to facilitate the research of only one contributor 
to the cause of medical science, of the distinction 
of Sir William Osler, helps one to realize how 


‘important it is that the prestige of such an 


institution should not be allowed to wane for 
lack of proper housing facilities, clerical service 
or capacity to keep on its shelves all that is best 
as fast as it comes from the hands of the makers 
of modern medicine. The time is not far distant 
when the profession and its supporters must 
needs make further sacrifice to enlarge the 
‘‘home’’ and improve the ‘‘workshop.”’ 





MORE SERUM 


Reports have been circulated widely and con- 
spicuously in the lay press of a recently devel- 
oped ‘‘cancer cure’’ dependent on a bacterial 
etiological factor, and the development of a ther- 
apeutie serum. The recent authentic advances in 
immunology and serology have directed the at- 
tention of the world to this branch of medical 
service, and, knowing the real benefits that have 
come to us from its development, it is not un- 
natural that it should be difficult for the scien- 
tifically uninformed to separate the chaff from 
the wheat. 

A vivid recollection of the exploitation of 
turtle serum, permicius anemia serum and the 
like, must render it difficult to impress those of 
sober judgment with any startling advance that 
is heralded first in the lay press before being 
submitted to the searching analysis of presenta- 
tion before a scientific audience and publication 
in a scientific journal. 

' We have been taught that art is long. That 
life is short. That decision is difficult. We 
know that in the realm of science these truths 
are especially plain. We know that anyone may 
be carried away by enthusiasm for his work and 
attribute to it results that may not be borne out 
by general experience. That a cure for cancer 
may be developed is our devout wish, and it is 
possible that the present investigators may have 
met with that success that many are seeking. 
We hope that this is so, but it is impossible not 
to view with suspicion any advances in medicine 
that are presented to the publie before being 
passed upon by those who are best able to judge 
of their merits. It has never been the accepted 
method by which investigators of repute have 
made public their results, and we hope it never 
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will be. It has always been the method by which 
unqualified investigators have sought to estab- 
lish their claims for unacceptable results. The 
road to scientific achievement of lasting value is 
straight and narrow, and the goal cannot be 
reached by wandering from it. 

The time has apparently not yet come when 
the editors of the lay press can be convinced that 
fact is of more importance than novelty. The 
means of ascertaining the value of medical ad- 
vances are at their disposal, but they are not yet 
willing to avail themselves of these means. 





HEALTH AND PUBLIC SENTIMENT 


Wuic8 is the more important, a highway pro- 
gram or human health? The physician or sani- 
tarian would unhesitatingly answer that noth- 
ing is as essential as health. Yet Congress has 
for some years been appropriating about one 
hundred million dollars annually for rural post 
roads, but only fifty thousand dollars for rural 
hygiene. In fact, only about one per cent of the 
total federal budget goes into public health ac- 
tivities. Furthermore, the health work of the 
federal government is scattered throughout more 
than thirty separate bureaus and divisions with 
very little attempt at codrdination. To be sure, 
only a half dozen of these thirty carry on their 
health work as a major activity, the remainder 
being more or less dabblers. Why there should 
be more than one centralized federal health 
agency is a significant query and one which is 
going to demand a satisfactory answer before 
long. 

Suggestions for the better correlation of gov- 
ernment health activities have been made from 
time to time, but a really scientific plan has yet 
to be brought forward. We realize, of course, 
that recently proposals have been made for a 
new cabinet department of education and wel- 
fare (or relief), but, we repeat, no scientific 
plan for the codrdination of federal health work 
has yet been offered. Such a project is emi- 
nently desirable. It will have more chances of 
success when there is developed an organized 
movement for it on the part of physicians, sani- 
tarians, and the public itself. 

To bring about the better centralization of 
federal health activities, public sentiment must 
be aroused. This is a definite piece of work for 
some existing voluntary health agency. The 
National Health Council, as a confederation of 
the twelve leading voluntary national health or- 
. ganizations of the country, is probably the best 
equipped association to undertake this task. 
Various branches of government, such as com- 
merce, agriculture, labor, roads, forests, mines, 
animals, and parks have their outside support- 
ing agencies, which promote public opinion and 
assure adequate appropriations and scientific 
legislation. Public health has never had an or- 
ganized lobby. It is high time that it did. Such 
a movement would, likewise, be for no selfish or 
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mercenary reason, but only for the welfare of 
the people. The sooner it is put into operation, 
the better for all concerned. 





OUR DELEGATES TO THE A.M. A. 
MEETING 


Aut of the Massachusetts delegates attended 
this meeting. Dr. F. B. Lund was Chairman of 
the Reference Committee on Medical Education 
and Dr. C. E. Mongan was a member of the 
Committee on Sections and Section Work. 

Dr. Mongan in a special letter informs us that 
the supplementary report of the Judicial Coun- 
cil created more interest than any other subject 
for years. 

This report sets forth a matter of vital interest 
to physicians in asserting that a great organiza- 
tion incorporated with an authorized eapital 
stock consisting of $400,000 preferred, of which 
$326,000 is outstanding and $689,100 of out- 
standing common stock is operating to exploit 
physicians. The profits of the concern during 
the months of November and December, 1923 
and January, 1924, amounted to $17,116.87. At 
this rate the profits for this year will amount to 
about $70,000 or about 30 per cent of the money 
paid in. The revenue from the roentgen ray 
laboratory alone amounted to over $35,000 dur- 
ing the three months. The business consists in 
hiring doctors to make physical examinations of 
persons assigned to the doctors, paying to the 
physician for this work a very modest fee, and 
then charging the patient several times the sum 
paid to the doctors. It is stated that one organi- 
zation of this type pays the doctor $5 and 
charges the persons examined $20 to $25. Con- 
tracts are also made with insurance companies to 
sell reports of examinations at a profit. Ar- 
rangements have been made to provide men to 
make examinations of employees of industrial 
plants other than local physicians. The specious 
plea is made that the profits will be used in 
public health work and that this plan will be of 
great advantage to those physicians who have 
signed contracts. 

This information may well have excited in- 
terest. It should do much more, for it demon- 
strates a commercialization of medicine which, 
if continued and extended, will impose a de- 
grading bondage on the profession. The use of 
information secured in this way may be em- 
ployed to the great disadvantage of the laity 
for it is plainly to be seen that the secret details 
of a person’s life may be sold to any number of 
interested organizations or even private indi- 
viduals. 

In order to obtain more definite control of the 
person examined the organization requires a 
specimen of urine forwarded for its own analysis 
and does not accept the examiner’s report. 
Thirty-nine insurance companies have con- 
tracted to pay for information concerning its 
policy holders. 
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If the medical profession continues in its 
eomplacent unorganized condition it will fall 
before the far reaching plans of organized bodies 
to use it for commercial purposes. The intimate 
and sacred relation of patient and doctor will 
be destroyed under this system, for as soon as 
the facts have been made public the people will 
be justified in believing that doctors are a part 
of a scheme to make money through combina- 
tions of physicians with corporations dealing in 
personal affairs. Those physicians who have lent 
themselves to this plan have little ethical sense 
and are promoting a service many times more 
degrading than lodge practice or other forms 
of contract work. 

The name of the organization which seems 
most at fault has been referred to unofficially, 
but the information is not sufficient to warrant 
publication of it at this time. Additional facts 
will be made public in due time. 

It is important that level headed and honora- 
ble men study the situation and create a healthy 
sentiment which will unite the profession in an 
effective protest. 

We must not wait for a Moses to deliver us 
from bondage. It is time to formulate rules of 
conduct and have them observed by all who de- 
sire to be regarded as self-respecting. 


-— 
— 


MISCELLANY 





RESTORATION OF REGISTRATION OF 
DR. WALTER B. WILLEY 
AND 
HEARING ON A COMPLAINT 


Ar a meeting of the Board of Registration in 
Medicine, June 5, 1924, it was voted to restore 
the registration of Dr. Walter B. Willey. 


At this meeting a complaint filed by a husband 
against a reputable practitioner was heard. It 
was alleged that the doctor was responsible for 
the death of a woman. The testimony by the 
husband seemed to indicate faulty practice but 
when the doctor submitted his account of the 
case and the treatment employed it was made 
clear that the unfortunate occurrence was un- 
avoidable. 

This demonstrates the truth of the assertion 
that there are two sides to most questions. The 
husband, undoubtedly a worthy member of so- 
ciety, but not an educated person, was so over- 
come by the sudden and tragie death of his 
wife that he beeame temporarily unbalanced 
and, governed by prejudice, sought to discredit 
the doctor. 

The facts are as follows: A woman with an 
enlarged uterus had sought advice of several 
doctors but had not been relieved. She had been 
flowing more or less constantly for a considera- 
ble time. The doctor against whom the com- 
plaint was filed found that the uterus was en- 
larged and suspected a dead foetus with placenta 
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praevia or a hydatidiform mole. The patient was 
also suffering with toxemia. The doctor emptied 
the uterus of a mole, first by introduction of a 
bag followed by instrumental and manual dila- 
tation and manual extraction of a hydatidiform 
mole. The wall of the uterus was so thin and 
friable that an extensive tear complicated the 
conditions and made it difficult to distinguish 
the structures and in the attempt to remove all 
the contents the uterus was brought down 
through and outside the introitus. The hemor- 
rhage was so severe and the patient’s condition 
so serious because of the toxemia and previous 
loss of blood that the only resource seemed to be 
amputation after clamping the vessels. The 
patient died soon after. 

The work was done in a private hospital and 
the only real ground for criticism seemed to be 
with the method of keeping records by the Hos- 
pital. 

The surgeon’s statements were substantiated 
by his assistant and many of his professional 
associates testified that the education, experience 
and standing of the surgeon were above the av- 
erage. 

The Board of Registration found no cause for 
further action and the case was dismissed. 

The principal lesson to be learned from the 
testimony is that all hospitals ought to have 
standard methods of ease records, for if this 
requirement had been observed in this case much 
time at the hearing would have been saved and 
the facts could have been more easily demon- 
strated. 





RESTORATION OF MEMBERSHIP 








Dr. JaMEs Patrick McCue, of 406 Harvard 
Street, Brookline, has been restored to the priv- 
ileges of fellowship in the Massachusetts Medi- 
eal Society, by vote of the Council. 





REPORT OF THE DELEGATES TO THE 
ANNUAL MEETING OF THE RHODE 
ISLAND MEDICAL SOCIETY 


THe 113th annual meeting of the Rhode 
Island Medical Society was held at the Medical 
Library in Providence, June fifth, 1924. 

The Rhode Island Medical Society is fortu- 
nate in owning, clear of all indebtedness, an un- 
usually fine library building, built in 1912, very 
finely equipped, and has a very complete library. 
_ In the afternoon following the business of the 
Society, three most excellent papers were read 
by local members of the Society, and these were 
followed by an illustrated talk on ‘‘The Effect of 
Gynecological Operations on Future Child Bear- 
ing’’ by Professor John Osborne Polak of the 
Long Island College Hospital, Brooklyn, New 
York. This was followed by an address by the 
retiring President, Dr. Arthur T. Jones of 
Providence. There was then the induction of 
officers for the ensuing year. Directly following 
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this most interesting meeting, the annual dinner 
was served at the Providence Plantation Club, at 
which there was an attendance of approximately 
250 members and guests. The chairman, Dr. 
Frederick V. Hussey, very fittingly introduced 
Professor John O. Polak as the first speaker of 
the evening, his subject being Modern Medical 
Education, and he made a plea for the develop- 
ment of more general practitioners rather than 
the super-specialist, saying that it required eight- 
een specialists to make one good doctor. The 
balance of the program was an extremely fitting 
innovation for an annual medical meeting in 
that it afforded a bit of relaxation with much 
education. Professor Carl Akeley of the Amer- 
ican Museum of Natural History gave an in- 
tensely interesting discussion of his gorilla 
hunts in the Kizu. This was illustrated by many 
still pictures and.a most interesting series of 
moving pictures, including films of a herd of 
gorillas made at a distance of sixty feet, which 
showed the characteristic actions extremely well. 
There were also moving pictures of the Victoria 
and Zambesi Falls and of the voleanoes of the 
Kizu, a portion of these latter being made at 
night and showing the eruption through the 
lava beds. Withal, this was an intensely inter- 
esting and successful meeting, and the Rhode 
Island Society deserved much praise. especially 
its President, Arthur T. Jones, of Providence, 
for such an elevating meeting. Your delegates 
were very cordially received, and every atten- 
tion shown them. 





RESUME OF COMMUNICABLE DISEASES 


MASSACHUSETTS 


IN 


May, 1924 


GENERAL PREVALENCE 


The diseases showing an unusual prevalence for 
this month are: German measles, mumps and scarlet 
fever. Mumps is slightly in excess of May of last 
year, and scarlet fever only slightly less prevalent. 

Contrary to the expected condition, measles fell off 
considerably in May as regards number of cases 
reported; a thousand less cases were reported this 
May than a year ago. 


May April Mav 
1924 1924 1923 
German measles 370 260 120 
Measles 3,355 4,197 4,360 
Mumps 1,159 1,671 1,052 
Scarlet fever 1,447 1,719 1,470 


RARE’ DISEASES 


Actinomycosis was reported from Boston, 1; Palmer. 
“1; total, 2. 

Anterior poliomyelitis was reported from Boston, 3; 
Lowell, 1; Winthrop, 1; total, 5. 

Dog-bite requiring anti-rabic treatment was report- 
ed from Boston, 2; Chelmsford, 3; Edgartown, 1; 
Fall River, 1; Hudson, 1; Lowell, 13; total, 21. 

Encephalitis lethargica was reported from Boston. 
1; Everett, 1; Holyoke, 1; Lynn, 1; Medford, 1; Mil 
ford, 1; Newburyport, 1; Worcester, 1; total, 8. 

Epidemic cerebrospinal meningitis was reported 
frown Fall River, 1; Lawrence, 1; Lynn, 1; Marble- 
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head, 1; Revere, 1; Watertown, 1; West Springfield, 
2; total, 8. 

Hookworm was reported from Boston, 1. 

Malaria was reported from Boston, 2; 
total, 3. 

Pellagra was reported from Boston, 2. 

Septic sore throat was reported from Boston, 
Fall River, 1; Somerville, 1; Worcester, 1; total, 8. 

Smallpox was reported from Buckland, 1; Hunting- 
ton, 2; total, 3. 

Tetanus was reported from Boston, 2; Haverhill, 1; 
Woburn, 1; Worcester, 1; total, 5. 

Trachoma was reported from Attleboro, 1; Boston, 
2; Cambridge, 1; Medford, 1; Somerville, 1; total, 5. 





Everett, 1; 


Re 
o; 


Trichinosis was reported from Boston, 1; Cam 
bridge, 2; total, 3. 
DISTRIBUTION 
All Communicable Diseases 
May May 
1924 1923 
Total cases (all causes) 10,061 11,400 
Case rate per 100,000 population 251.3 287.2 
Certain Prevalent Diseases 
May May 
Diphtheria: 1924 1923 
Total cases 559 594 
Case rate per 100,000 population 14.0 15.9 


Cities and towns noticeably. exceeding their median 
endemic indexes*: 


Fall River (12) 23 Lowell (13) 20 

Malden (9) 16 Worcester (19) 36 
Lawrence (13) 21 

May May 

Measles: 1924 1923 

Total cases 3,355 4,366 

Case rate per 100,000 population 83.8 109.8 


Cities and towns noticeably exceeding their median 
endemic indexes*: 


3arnstable (2) 54 Acton (1) 38 
Brockton (16) 49 Medford (49) 923 
Franklin (0) 29 Shirley (0) 24 
Medfield (0) 24 Somerville (22) 104 
Millis (0) 8 Waltham (16) 45 
Milton (1) 10 Clinton (1) 40 
Natick (1) 40 Holden (0) 11 
Newton (15) 77 Leominster (3) 13 
Quincy (28) 234 Chicopee (1) 40 
Sharon (0) 39 Deerfield (0) 32 
Wellesley (6) 5 E. Longmeadow (0) 22 
Hamilton (0) 42 Holyoke (5) 75 
Lynn : 3h) 70 Springfield (8) 117 
Marblehead (0) + | rreenfield (2) 72 
Wakefield (26) 46 

May May 

Scarlet fever: 1924 1923 
Total cases 1,447 1,470 
Case rate per 100,000 population 36.1 37.0 


Cities and towns noticeably exceeding their median 
endemic indexes*: 


Dartmouth (0) 6 Winthrop (3) 18 
Fall River (14) 23 Belmont (4) 20 
Boston (209) 359 Medford (6) 16 
Brockton (10) 22 Shirley (0) 6 
Brookline (7) 18 Watertown (7) 16 
Cambridge (41) 68 Athol (0) 15 
Framingham (2) 24 Fitchburg (1) 42 
Quincy (11) 24 Leominster (2) 50 
Stoughton (0) 6 Worcester (28) 52 
Wellesley 2) 11 Springfield (19) 64 
Amesbury (1) 9 Westfield (0) 39 
Everett (12) 27 Pittsfield (5) i 
Malden (14) 40 
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; May May Whooping Cough Windham County 
Typhoid fever: 1924 1923] Wairfield County Plainfield 1 
Total cases 44 51 Fairfield 2 _ 
Case rate per 100,000 population 1.1 1.3] Stamford (C) 3 State total 106 
Stamford (T) 1 Last week 99 
May May} Hartford County 
Whooping cough: 1924 1923 Bristol 2 Smallpox 
Total cases 378 1,241 Hartford 1 Hartford County 
Case rate per 100,000 population 9.4 31.3 West Hartford 1 s+ New Britain 1 
Litchfield County a 
Cities and towns noticeably exceeding their median Thomaston 3 State total 1 
endemic indexes*: New Haven County Last week 0 
Fall River (11) 21 Medford (0) 8 Milford 4 
Wrentham (0) 9 Methuen (5) 16 Pr soy 4 ota ‘ 1 Measles 
; ew London Coun 
Lawrence (6) 13 Waltham (6) 15) + ent eee y 1 Fairfield County 
May May| Tolland County nc 7 
Tuberculosis, pulmonary: 1924 1923 Willington 1 ae : 
Total cases 602 568 “_ Greenwich 1 
Case rate per 100,000 population 15.0 16.5) Soe toe 20 Stamford (C) 4 
Last week 19 
_— M Stamford (T) 3 
ay ; Hartford Count 
Tuberculosis, other forms: 1924 1923 Typhoid Fever Bristol y 4 
Total cases 109 116 ~— London County 1 Farmington 12 
Case rate per 100,000 population 2.7 2.9 onington Hartford 14 
State total “4 Manchester 6 
*The Median Endemic Index is obtained by arranz-| 7 - + a x 9 New Britain 13 
ing in arithmetical sequence the monthly totals of| *“#5* Wee Suffield 11 
reported cases for the past five years and selecting Scarlet F Litchfield County 
the middle figure. The numbers in parentheses after ae Canaan 1 
the name of each city and town indicate the median | Fairfield County North Canaan 4 
endemic index for that city or town; the numbers Bridgeport 14 Middlesex County 
without parentheses indicate the cases reported dur- Fairfield 3 East Hampton 1 
ing the current month. Norwalk 5 Middletown (C) 11 
Redding 1 New Haven County 
DISEASES REPORTED TO MASSACHUSETTS Stamford (C) 5 Hamden 1 
DEPARTMENT OF PUBLIC HEALTH Stamford (T) 1 Milford 15 
, Hartford County New Haven 8 
Week ENDED JuNE 14, 1924 Bristol 3 North Haven 3 
Hartford 12 Waterbury 1 
Disease No. of Cases Disease No. of Cases erage reve : New London County 
Anthrax 1  Ophthalmia neonato- a ae Colchester : 
\ Dp 9 Plainville 3 Norwich (C) 2 
Chickenpox 146 rum 22 West Hartford 9 
Diphtheria 129 Pneumonia, lobar 106] | ., hes ; ac _ - Tolland County 
Dog-bite requiring Scarlet fever 261 Lit hf * oe y 1 Stafford Springs 1 
anti-rabic treat- Septic sore throat 2 ena Windham County 
Plymouth 1 Putnam (C) 1 
ment 8 Smallpox ] : , 
a sas Middlesex County Windham 1 
Dysentery 1 Syphilis 54 : 
a ‘ Middletown (T) 1 — 
Encephalitis lethar- Suppurative conjunc- - 
gica 1 tivitis New Haven County State total 132 
Epidemic cerebrospi- Trachoma 2 ae ge : Last week 110 
nal meningitis 5 Tuberculosis, pulmo- a F oven 3 
German measles 54 nary 114 Ma i; a 1 Other Communicable 
Gonorrhea 103 Tuberculosis, other ag ” ‘ Diseases 
or New Haven 12 
Influenza 5 forms 25 ws : 

: : North Haven 1 Chickenpox 59 
Malaria 1 Typhoid fever 11 é ts 3 
Mensies 608 Whooping cough 53 Waterbury 7 Encephalitis Epid. 

Mem . 263 “| New London County German measles 29 

. » Norwich (C) 7 Influenza “a 

y Norwich (T) 3 Mumps 

CONNECTICUT DEPARTMENT OF HEALTH Seton 3 Pneumonia (lobar) 19 

WEEKLY MORBIDITY REPORT Stonington 3 "ae eee 7 
Waterford 1 i other forms 

WeEK EnpING JUNE 14, 1924 Tolland County Gonorrhoea 28 

Stafford Springs 1 Syphilis 15 


(Including all cases reported before 11 A. M., Monday. 
June 16, 1924) 


Diphtheria New Haven County 
, New Haven 
Fairfield County 
Bridgeport 8 Waterbury *s 
Danbury (C) 1 State total 13 
Hartford County Last week 31 
Bristol 1 
Hartford 1 The following diphtheria 
Plainville 1 bacilli carriers were 


Litchfield County reported: 
North Canaan 1 New Haven 5 








WEEKLY REPORT OF INFECTIOUS DISEASES 
REPORTED TO THE MAINE STATE 
DEPARTMENT OF HEALTH 


For THE WEEK ENDING JUNE 14, 1924 


Chickenpox 
Bangor 10 
Lewiston 3 
Portland 6 

19 


Diphtheria 


Auburn 
Biddeford 
Old Town 
Portland 
Skowhegan 


ee ee 
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Turner | Pneumonia 
Westbrook 1 Biddeford 1 
— Greenville 1 
10 Lewiston 1 
Old Town 1 
German Measles Pittsfield 1 
Auburn 10 Wiscasset 1 
Brunswick 1 _— 
LaGrange 1 6 
— , a Scarlet Fever 
ortlanc 2 me ™ 
Skowhegan 3 in le 1 
Turner 2 ot al 
_. Bath 1 
Eastport 6 
46 
y Jackman 3 
Gonorrhea Kennebunkport 1 
Bath — ; 1 Lewiston 2 
Greenville Junction 1 Portland 1 
Livermore Falls 1 Readfield 2 
Portland 1 vVeazie 1 
Madison 1 Westbrook 1 
Rockland “ Winterport 2 
Waterville 1 Wiscasset 4 
Sangerville 1 Woolwich ‘ 
9 31 
Influenza 
Winterport 1 Septic Sore Throat 
Measles Rockland 1 
—— : Syphilis 
angor r , 
Brunswick 2 Woodland 1 
Frenchville 5 : : : 
Gardiner 1 Typhoid Fever 
Garfield 1 Bangor 1 
Georgetown 2 Houlton 2 
Greene 1 Kenduskeag 1 
Kingfield 5 Portland | 
Kittery 13 5% 
Lewiston 22 5 
Norway | ' 
Paris 1 Tuberculosis 
Westport 2 Bangor 1 
Woolwich 25 Brunswick 1 
Wiscasset 1 Lewiston 5 
— South Portland 1 
89 Vinalhaven i 
Mumps — 
Auburn 2 9 
Kittery 1 , } 
Portland 41 Whooping Cough 
Norway 1 Auburn 2 
Skowhegan 5 Greenville 1 
Westbrook 2 Lewiston 1 
Winterport 2 Skowhegan 2 
Woolwich 3 Winterport 2 
57 8 
SS ——EEe 
CORRESPONDENCE 


LONDON LETTER 
(From Our Own Correspondent) 
May 23, 1924. 


THE HYGIENE OF THE TROPICS AT THE BRITISH EMPIRE 
EXHIBITION AT WEMBLEY 


Although, perhaps, on the whole, tropical diseases 
have more of an academic than of a practical interest 
to medical men in America, there is enough malaria, 
pellagra and of other disorders in the Southern States 
more or less indigenous to tropical lands to give to the 
question a somewhat intimate concern. Also in the 
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tributary islands of Cuba and the Philippines, if 
tributary is the correct word to use in this relation, 
tropical diseases and disorders are present in abun- 
dance. In fact, the Philippines are hotbeds of tropi- 
cal diseases. Moreover, it should be borne in mind 
that American medical investigators have made valu- 
able researches into diseases of the tropics, both in 
Cuba and in the Philippines, and have added to the 
sum of medical knowledge in this direction. Indeed, 
it would not be an exaggeration to state that the 
American medical profession have more than an 
academic concern in tropical hygiene. 

In the Hygiene Section of the immense exhibition 
now being held at Wembley, near London, no fewer 
than 27 different diseases prevalent in the tropics 
have been made the subject of special educational 
propaganda. The Tropical Health Section is in four 
parts. The first part deals with preventive medicine 
and shows by comparative scenes the vast improve- 
ments made in hygiene during the past 50 years. 
The second part, or Disease: Section, is concerned 
with 27 diseases, of which a short account will be 
given. One portion is given over exclusively to a 
consideration of those diseases spread by biting 
insects. A succinct description of each disease is 
given, together with pictures, photographs, models 
and specimens, a short account of the history and 
existing methods of fighting them. Specimens and 
models of the insects which are factors in dissemi- 
nating diseases are represented. Another group otf 
diseases are those due to intestinal infections. Beri 
beri and scurvy represent the food deficiency dis- 
eases, While skin diseases, yaws and leprosy have a 
place. The third section is devoted to hygiene, and 
the fourth section deals with plant diseases 

A considerable amount of space is given to those 
very important trapical diseases, sleeping sickness, 
malaria, black water fever and yellow fever. There 
are photographs of natives suffering from sleeping 
sickness, wax models and specimens of the tsetse fly 
and photographs of its haunts and breeding places. 
The fact is emphasized that sleeping sickness can 
be stamped out by getting rid of the tsetse fly, as 
has been demonstrated in the Island of Principe. 
As might be supposed, the malaria exhibit is very 
complete. It is fitting that the most destructive dis- 
ease in the world to human life and health should 
be well represented in an exhibition got together by 
the empire which wields sway over tropical lands 
which are among the worst malaria infested part of 
the world, and one of whose sons discovered that 
it was carried by a mosquito. That much debated 
question, the relation of malaria to black water fever, 
is briefly discussed. 

A model is shown of the “tiger mosquito,” the host 
of yellow fever, and a pictorial representation is 
given of the campaign carried out recently with suc- 
cess against this mosquito in Guayaquil. The rela- 
tion of dengue fever to mosquitoes is also pointed 
out, and the various spirochetes responsible for re- 
lapsing fever, syphilis and other diseases are shown 
and their methods of propagation described. 

Plague is fully depicted, both by illustrations, 
models, pathological specimens and written word. 
Some of the history of this ancient and loathsome 
disease is given. The leaden crosses, for instance, 
which were buried with plague corpses, are shown, 
as well as the costumes worn by physicians attend- 
ing plague patients, instruments for opening the 
buboes, and old pictures of incidents connected with 
the plague. 

The exhibits of Rocky Mountain fever are highly 
interesting and a splendid demonstration of the 
results which can be gained by careful research. 
Scurvy, beri beri, pellagra and tropical skin diseases, 
including leprosy, are excellently represented by 
descriptions, paintings, photographs and illuminated 
statistics. That pellagra exists in England is shown 
by paintings of patients observed in English asy- 
lums. 
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There is a model of a tea garden and of the man- 
ager’s bungalow, designed and built in strict accord- 
ance with the hygienic requirements of the tropics. 
The house is of two stories, the upper part being 
screened against mosquitoes, and contains five rooms, 
the building being in the shape of a cross, so that, 
having the maximum area of outside wall, it catches 
every breath of wind. The latrines are connected 
with the main block by a masonry path devised and 
constructed to prevent hookworm disease. The banks 
of the stream which runs through the garden are 
riveted with brick to prevent mosquito breeding. 

The exhibition of tropical diseases and hygiene is 
realistic in a high degree and of special value to the 
medical man whose lot is cast in tropical climes and 
of great interest to his medical brother dwelling 
in the temperate zone. 

While it may be said that a great deal of tropical 
life is illusive—that is, it is not by any means all 
that certain writers picture it—on the other hand 
it has its advantages. The tropics exert a fascina- 
tion over the young and adventurous, the life is 
freer and more unconventional, and some parts are 
a sportsman’s paradise. The great drawback of the 
tropics is disease, largely spread by insects. Until 
disease has been conquered or its evil effects modi- 
fied the tropics will never be a permanent home for 
the white man. It is true that great progress has 
been made in successfully fighting those diseases 
of the tropics which chiefly militate against their 
conquest by the white man. At least, the causes of 
the chief diseases have been discovered. Laveran, 
Finlay and Manson opened the way for Ross’s imper- 
ishable researches which blazed the trail for other 
successful investigators in the same direction. It 
is curious and pitiful to note, however, how investi- 
gators have been hampered and handicapped by offi- 
cial stupidity, perhaps, sometimes jealousy and neg- 
lect. 

It may be pointed out that as a direct result of 
Ross’s discovery, American investigators tackled in 
Cuba the problem of yellow fever; and what is more, 
after they had solved it, neither time nor money 
was stinted in obliterating the disease. Success has 
crowned their efforts so well that there is little yel- 
low fever to be found in the New World. Attention 
may also be drawn to the fact that if Ross had not 
discovered the mosquito which carried malaria, and 
if Read and his colleagues in Cuba had not found 
that the tiger mosquito was the host of malaria, and 
if Gorgas had not put this knowledge into practice, 
the Panama Canal would never have been built. 

Malaria might be stamped out, or, at any rate, 
its prevalence immensely decreased, if the breeding 
places of mosquitoes were destroyed as far as pos- 
sible. The money cost of draining swamps and 
marshes would be immense, but in the end the money 
spent would be well spent, not only in promoting 
health but in reclaiming waste land. 

The exhibition at Wembley shows how well clini- 
cians, laboratory workers, and hygienists have played 
their parts in combating tropical diseases, and it is 
encouraging because it affords striking evidence that 
the causes of many—most, perhaps—tropical dis- 
eases have been discovered, and in many instances 
effective remedies for them found. But, after all, 
the great lesson of Wembley is that preventive meas- 
ures are those in which trust must be placed for the 
abolition of tropical diseases. 





APPEAL FOR AID 


June 18, 1924. 
Dear Mr. Editor: 


Among the many old people who have suffered 
because of war and post-war conditions in Vienna. 
Austria, is a former teacher named H. C. Kiehaupt, 
who has in his time helped many an American stu- 
dent to overcome the difficulties of the German lan- 
guage. Infirmities of age—he is now over 70—in- 


creasing deafness, and a serious disease of the back 
now make it impossible for him to keep up his 
teaching, and he and his wife are having the hardest 
kind of a struggle to keep alive in a poor little 
apartment at Tigergasse 38/16, where the writer saw 
him repeatedly during a recent visit to Vienna. 
Former pupils of Mr. Kiehaupt will bear their testi- 
mony to his worthiness. 

We are starting to raise a small purse for Mr. Kie- 
haupt, the ‘money to come from former students and 
friends, and should the present letter be read by any 
sympathetic person who may feel disposed to com- 
municate with the writer the latter will be very 
glad to hear from him. 

Thanking you for allotting me this space in your 
columns, I remain, Mr. Editor, 


Very truly yours, 
FRANCIS FISHER KANE. 
718 Real Estate Trust Building, Philadelphia. 


—i 
ee 


OBITUARIES 


JAMES MURRAY GALLISON, M. D. 


JAMES Murray GALLISON was born in Wood- 
stock, Maine, May 13, 1879, the son of Ambrose 
J. and Mabel Eastman Gallison, both of whom 
were natives of Maine. His father practised 
medicine in Franklin, Mass., for many years, 
until his death about five years ago. 

Dr. Gallison was a graduate of Brown Uni- 
versity where he played on the football and 
basketball teams and was a member of the Delta 
Phi Fraternity. 

After graduating from Brown, he studied 
medicine at Harvard where he graduated in 
1908. He then served as House Officer at the 
Boston Lying-in Hospital, and as Surgical House 
Officer at the Massachusetts General Hospital. 

For the last twelve years he has been engaged 
in the practice of surgery in Boston. 

He was a fellow of the American College of 
Surgeons, a member of the American Medical 
Association, the Massachusetts Medical Society, 
the Aesculapian Club of Boston, the Harvard 
Club of Boston, and the Surgical Fortnightly 
Review Club. 

He died June 14, 1924. He is survived by his 
widow and three daughters; a half brother, Dr. 
Thayer Gallison, and his mother also survive 
him. 

Such is the list of the tangible transient 
achievements of his life. It gives no conception 
of ‘‘Jim.’’ An aggressive intolerance for all 
forms of artificiality made him hold his honors 
in little esteem. The thing he prized most was 
opportunity for giving help to people. His skill 
and judgment he held as a trust to be adminis- 
tered for those in need of aid, not as goods to be 
sold, and he found his compensation in the hap- 
piness it gave him to bring comfort and aid rath- 
er than in pecuniary return. 

He possessed an unusual amount of what, in 
others, he admiringly termed ‘‘horse sense.’’ He 
knew when not to operate, and how much to at- 
tempt if operations were necessary. His tech- 








nical skill was adequate, but it was to his ability 
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correctly to estimate the effect of disease on the 
individual that his success was most certainly 
due. His speech reflected his attitude toward 
his patients. He was fond of talking ‘‘shop,’’ 
but under such circumstances he rarely spoke of 
‘‘a fracture,’’ or ‘‘an appendix,’’ but introdued 
the subject with the remark ‘‘I remember an old 
fellow with a busted hip,’’ or ‘‘that reminds me 
of a kid with a bellyache that I saw two years 
ago.’’ Sick people were fellow men and women, 
not cases, and his concern was with the entire 
situation, not merely the surgical pathology. 
Uneonsciously he practiced mental healing, for 
his cheerful tenderness and sympathetic appre- 
ciation of the patient’s point of view were pow- 
erful restoratives to sick spirits. He could be 
blunt if he considered it necessary to convince 
patients of facts which they preferred to blink, 
but the bluntness was due to the gravity of the 
situation rather than to. personal irritation— 
in which he seldom indulged. 

The hours not occupied by his patients were 
devoted to his family and his friends. He was 
eoncerned with all the details of human exist- 
ence, and nothing interested him more keenly 
than acquainting himself with the manner of 
people’s lives and thoughts. His garden, where 
he forget his cares; fishing, which took him 
among simple people whom he understood and 
loved; and books, especially those concerned 
with history and travel, were his amusements. 
To him, the greatest man that ever lived was 
Abraham Lincoln, and he read everything he 
could lay hands on about him. 

He never attempted formal medical teaching, 
but many younger physicians and nurses 
learned from him much that is valuable to them 
in helping sick people. He regarded his nurses 
as his friends; he appreciated fully the devoted 
help they gave him in healing the sick. 

His friends in all walks of life found in him 
sympathetic understanding of their hopes and 
ambitions, wise counsel in their perplexities, and 
integrity and affection that warmed the cockles 
of their hearts. 

In this age of haste, Jim’s success was slow 
and sure. Slow because it was not hurried by 
artificial aid, sure because it resulted from fun- 
damental qualities that could not fail. He did 
-not live long enough to realize completely his pro- 
fessional success, but he had already gained in 
full measure that which he would prize more 
highly—the everlasting love of hundreds of pa- 
tients and friends. 





RESOLUTIONS ADOPTED BY THE LYNN 
HOSPITAL STAFF 


Dr. Wir1ttAm B. Littite was associated with 
the Lynn Hospital for forty years. Entering 
immediately after his graduation and soon af- 
ter the hospital was opened, his service con- 
tinued through his whole professional life. 

His surgical ability and entire devotion to 





his work gave him a position in the hospital 
which was maintained until his death. 

The Training School for Nurses owes to him 
much of its success. His careful instruction 
and his high ideals have given to a generation 
of nurses that sense of duty and that apprecia- 
tion of the worth of their calling which has 
been of inestimable value to the hospital and to 
the community. The school may well be his 
monument. 

The Staff desires to add their appreciation of 
his rare courtesy, of his entire devotion to his 
work and of the unbroken friendship of many 
years. 

C. A. Lovesoy, M. D. 


ee ——— 


REMOVALS 


Dr. Atrrep P. LacnanceE has moved from 
Gardner to Worcester, where he has an office at 
44 Pearl street. 


Dr. Evcene E. O’Nem, of West Roxbury, 
now has his office at 395 Commonwealth Ave., 


Boston. 
SS  — 


OFFICERS OF THE AMERICAN LARYN- 
GOLOGICAL ASSOCIATIONS 


THE officers elected at the annual meeting are 
as follows: 

President : 
City, Iowa. 

Ist Vice-President: Ross. H. Skillern, M. D., 
192 Chestnut St., Philadelphia, Pa. 

2nd Vice-President: Gordon Barry, M. D., 19 
Elm Street, Worcester, Mass. 

Secretary: George M. Coates, M.D., 1811 
Spruce St., Philadelphia, Pa. 

Treasurer: George Fetterolf, M.D., 
Spruce St., Philadelphia, Pa. 

Librarian: Joseph H. Bryan, M. D., 818 17th 
Street, Washington, D. C. 


Lee Wallace Dean, M. D., Iowa 


2010 


COUNCIL 

The above Ex-officio and Harris P. Mosher, 
M.D., 828 Beacon Street, Boston; Harmon 
Smith, M. D., 44 West 49th St., N. Y. C.; Emil 
Mayer, M.D., 40 East 41st Street, N. Y.C.; J. 
Payson Clark, M.D., 71 Marlborough Street, 
Boston. 

It was proposed to have a National Examin- 
ing Board in Oto-Laryngology, and that Dr. 
Mosher and Dr. Skillern should represent the 
American Laryngological Association on this 
Board. 





CONCENTRATED FOOD FOR THOUGHT 


Mr. E. E. Rittenhouse of the Equitable Life 
Assurance Company in his report to the life in- 
surance presidents says: 

Not only is the adult death rate not decreas- 
ing; it is alarmingly increasing. 
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CHANNING SANITARIUM. Inc. | 


Wellesley Avenue — Wellesley, Mass. 


(Established in Brookline 1879. Transferred to Wellesley 1916.) 


Eight new buildings on fifty acres of high woodland, especially designed and built for the care and 
treatment of nervous cases. Five separate dormitory cottages provide privacy and quiet; private 
baths and sleeping porches offer comfort and modern hygienic conveniences. Complete equipment 
for Vichy, Nauheim and Electric Baths, and Heliotherapy. 

Ample accommodations and modern equipment for a limited number of cases. 


CuirrorD G. ROUNSEFELL, M. D. DonaLp Greaa, M. D. 
Resident Physician Superintendent 




















BOURNEWOOD HOSPITAL 


SOUTH STREET, BROOKLINE, MASS. 
Established 1884 


For a limited number of cases of Mental and Nervous Disease only 
Post Office, Chestnut Hill. Telephone, ‘‘Parkway’’ 300 
Nearest station, Bellevue, N. Y., N. H., & H. R. R. 


GrorcE H. Torney, M. D. Henry R. Stepman, M. D. 
Physician in Charge Consultant 
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OUR GUARANTEE Fr ame 


. 1TH the Frame Truss to 
retain securely and com- 
fortably the Hernia of 

any person fitted by us. To russ 
refund the price paid if not 


satisfactory within sixty days’ Made, fitted and adjusted to 
ee ee eee en ee meet the special requirements of each case. 


repairs for one year without 
extra charge. 





Personal Fittings Required 

















Pomeroy means Truss Service 


POMEROY COMPANY 


41 WEST STREET, BOSTON 


New York Brooklyn Newark Wilkes-Barre Chicago Detroit Hartford Springfield 
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